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The Present Situation Regarding the 
Adequacy of Medical Care in 
the United States’ 


NATHAN SINAI, D.P.H. 
Professor of Hygiene and Public Health 
University of Michigan, Ann Arbor 


OCIAL movements have certain of the characteristics of a winding river. At 

a given time and place the flow of thought and action may appear to move 
in one direction, at another time and place, in a different direction. Yet, a birds- 
eye view of the movement will show a steady progress toward a given point or 
specific objective on the social-compass. 

Only those in the United States who live in their own little world of 
absolutes, to whom change is abhorrent, will fail to see and be guided by the 
dynamic power behind the movement toward adequate medical care. The 
evidences of that power are to be seen in the sequence of a decade of events, some 
major, some minor, but all merging into the present phenomenon of a wide- 
spread public demand for adequate care. The major events include the work of 
the Committee on the Costs of Medical Care, the adoption of social insurance 
legislation in 1935, the widespread impetus given to public health work, the recent 
National Health Survey and the National Health Conference of July, 1938. All 
of these form the background of the present action, taking place or proposed, in 
the nation, the states, or local communities. 

The most significant element leading to action is the growing agreement 
concerning the nature of the problems of adequate care. When there is such 
agreement reasonable men can progress toward reasonable solutions ; without it, 
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the discussion of solutions leads to misunderstanding and hopeless controversy. 
The signs of agreement are seen in the acceptance of common starting-points for 
discussion and a greater readiness to compromise opposing viewpoints. In this 
light the tendency of governmental and professional groups to recede from former 
positions with respect to medical relief and health insurance may be viewed as 
extremely satisfactory progress. Nor should the view be changed by a temporary 
bristling attitude on the part of one group or the other. 

The most complete changes in governmental and professional attitudes have 
occurred in connection with medical relief. Looking back at the second decade 
of this century from the intellectual vantage-point of the third, one may ask, 
“Did people really believe that the burden of medical relief could be carried as a 
voluntary contribution of private practice?’ That the principle of voluntary con- 
tribution was accepted widely is supported by the utterances of members of the 
professions and demonstrated by the complacency and inactivity of governmental 
agencies. To be sure, here and there an effort was made to organize for some 
of the major emergency needs, but the philosophy of free professional contribu- 
tions underlay even such efforts. 

Today there is agreement among the representatives of the public, the 
government, and the professions that medical relief is a public problem to be 
solved by orderly group action. Thus, the most important step toward a satis- 
factory answer has been taken. It is this step that makes possible a relatively 
calm atmosphere in which discussions of costs and methods may take place. 

Medical care for those on relief is one broad facet of the problem. Another, 
equally broad, concerns that economic area of the population just above the relief 
base. It is an area occupied by people who spend their lives walking an economic 
tight-rope. Income and outgo for a part of the needs of life are so finely balanced 
that any emergency causes a loss of equilibrium and a fall into the relief classifica- 
tion. It is for this group that state governments have attempted to create some 
types of emergency medical assistance. Actually there is no sharp dividing line 
between the second group and those on relief and there is fair evidence that both 
groups comprise about equal portions of the population. As in the case of the 
relief population, there is general agreement between the government and the 
professions concerning the nature of the problem and relatively calm discussions 
of costs and methods of solution are taking place. 

There is a third economic group under consideration but where it begins and 
where it ends is far from clear. It is designated as the “low income group” but 
low income is subject to almost as many definitions as there are incomes. 
Obviously at its base this third group merges with the second and across its top 
some arbitrary income limit will need to be established by agreement, For the 
low income group some form of health insurance is proposed as a means of 
equalizing the burden of sickness. At the same time it is recognized that health 
insurance, if applied, must reach down into the second population group to 
embrace individuals and families during periods of employment. 

The most striking change in viewpoints has occurred in connection with 
health insurance. Where, only two years ago, the medical profession was opposed 








ApEQuacy OF MeEpIcAL CARE IN THE UNITED STATES 321 


to the principle of health insurance, the disagreement that now exists concerns 
the compulsory or voluntary application of the principle. Within the past month 
the legislature in Michigan passed a bill, sponsored by the State medical society, 
legalizing the organization of non-profit health insurance corporations. 

The purpose, here, is to picture the population most immediately concerned 
as a blend of people, not as distinct groups, sharply divided. From low income 
to lower income to relief is a rapidly progressive transition that for many people 
may be completed in a month. Between any two of the stages the time period 
is one of a few days. It is, therefore, impossible to divide, sharply, the medical 
problems that have their origins in the economic nature of the groups concerned. 
When the population groups and their medical problems blend it is absurd to 
devise rigid partial solutions with rigid administrative organizations that by no 
stretch of the imagination could be merged into a satisfactory whole. The 
medical problems are complex enough without the artificial difficulties created 
by the multiplicity of autonomous medical agencies developing in the United 
States—agencies for medical care in homes and offices, for care in hospitals, for 
tuberculosis, for crippled children, for maternity and infancy—each working in 
and jealous of its own sphere. Add to these voluntary hospital insurance in many 
states and voluntary medical insurance in some states, and it should excite little 
wonder if medical service has a hard time finding its way to the people through 
a maze of administrative machinery. 

Like the beginning of all social movements, that leading toward a more 
adequate medical care has been concerned, mainly, with the definition and 
adoption of basic principles. Once there is agreement on the nature of a prob- 
lem, it is logical to define the guiding principles that should govern its solution. 
When this point has been reached there is a tendency to assume that the problem 
has been solved. In reality, the work has only begun. The assumption that 
acceptable principles are automatically transformed into successful administra- 
tion is an error that has been repeated numberless times. The error is thé cause 
of that period of indecision and lost motion that occurs between the adoption of 
a social principle and its development as a satisfactory social institution. How 
much trouble might be saved if there were a division of effort and, while some 
debated the principle, others gave attention to the details of its application. 

Since last April a committee of the United States Senate has been listening 
to testimony from representatives of the public and the professions concerning 
national health needs. Under specific consideration are the proposals in Senate 
Bill 1620, also known as the Wagner Bill. In general, the bill summarizes 
Senator Wagner’s concept of public need and public demand for more adequate 
medical care. In general, too, the bill summarizes the public health movement 
in the United States. The movement is toward the expansion and extension of 
the benefits of science, in the form of medical services, to include an increasingly 
large proportion of the population. 

In its various provisions the Wagner Bill carries appropriations of over 
eighty million dollars for the fiscal year beginning July 1. A part of these appro- 
priations increase the allotments for public health made to the states under 
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Titles V and VI of the Social Security Act of 1935. The significance of the Bill 
lies in the new titles that are proposed. One deals with the construction of 
general hospitals and health centers and, for the first year, carries a Federal 
appropriation of eight million dollars. For the two succeeding fiscal years the 
proposed appropriations are fifty million and one hundred million dollars, 
respectively. 

Another title provides thirty-five million dollars for grants to states for 
medical care, “especially in rural areas and among individuals suffering from 
severe economic distress * * * .” According to the Bill medical care includes 
all services and supplies that may be necessary to prevent, diagnose or treat 
illness and disability. Any state that requests a Federal grant, under this title, 
must submit an acceptable plan. The amount of the annual grant, according to 
the abilities of the different states to participate, will range from one-sixth to 
one half of a sum not exceeding twenty doliars per person in the state scheme. 

The last title of the Bill with an appropriation of ten million dollars is 
intended to enlarge unemployment insurance to cover the loss of work and income 
due to temporary disabling illness. The widespread demand for this type of 
social legislation was predictable the moment that unemployment insurance was 
adopted in 1935. To the individual employee, without income because of tem- 
porary illness, there is little logic in a system that differentiates between him and 
his neighbour who is out of work and receiving compensation because production 
has decreased or stopped. The controversial feature of the title is found in the 
section that prohibits a Federal grant for disability compensation unless the state 
shows that “‘reasonably adequate medical services, including preventive services, 
are available to minimize disability among those covered under the state plan 
* * *” There is a wealth of experience to support this provision both as a 
measure of public health and as a method of holding the expenditures for 
disability compensation within reasonable boundries. 

There are differing opinions concerning the disposition of the Bill. The 
earlier opinion held by many that the Bill would not receive committee approval 
has changed. The main question now is whether any action will take place 
before the present Congress adjourns or will be postponed until the next Con- 
gress meets in January 1940. The Bill has aroused much comment and debate 
but in general the testimony before the Senate committee has been highly favour- 
able to its passage. As an incident of the debate it is rather sad to record certain 
statements and implications that no action is indicated because 1938 may be 
described as the best year in public health. It is fortunate that no such counsel 
of perfection was offered years ago when the tuberculosis death rate finally 
reached 100 and infant diseases caused losses of only 75 babies per thousand live 
births. There have been many “best years” in the development of public health 
work. 

Whatever may happen in the immediate future there appears to be little 
question that the Bill serves as a prognosis of the public health movement. As 
such it merits intensive and critical thought by those who administer and, there- 
fore, determine the destiny of the existing agencies of public health. 
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The scene in the United States today presents two converging movements. 
To repeat, the first derives its power from the increasing public demand that the 
benefits of science, translated into preventive and curative medical services, shall 
be the common, rather than the extraordinary, experience of the relief, the near- 
relief and the low income groups of the population. The second movement is 
typified by the what may be described as a “well-rounded” program of public 
health administered by an official public health agency. The point need not be 
stressed that while such a program is a reality in some communities it remains 
as an ambition in the great majority. The elements that make up the compound 
of public health work include a measure of antepartum and postpartum care, a 
trace of delivery service, greater or lesser portions of work for infants, preschool 
and school children, and, most specifically in the field of industrial hygiene, for 
adults. Added to these elements are the efforts against specific diseases—tuber- 
culosis, syphilis, pneumonia—and those in sanitation, the laboratory and 
statistics. Asa growing rule the efficacy of the public health program is 
evaluated in terms of medical service—diphtheria controlled by immunizations, 
the maternity state protected by early and continuing medical guidance, syphilis 
cases treated, dental caries treated, etc. 

A comparison of the two movements leads to the conclusion that they are 
converging and must eventually merge for two major reasons; first, each deals 
with the same population groups, and second, each has the same objective, a 
more effective application of the medical sciences. The difference in the move- 
ments is in the degree to which the application shall take place. One holds that 
it shall be complete, the other adheres to the categorical or selective approach, 
selecting certain conditions or diseases upon which it centers its efforts. 

To assume that the two movements will not converge raises some important 
questions for those who administer public health in the United States. Is it 
desirable that two or more autonomous administrative agencies shall occupy the 
field of medical care? Is it conceivable that one agency will confine its efforts 
to medical care for all conditions exclusive of certain aspects of the maternity 
state, immunizations, syphilis treatment, etc.? The answers, “undesirable” and 
“inconceivable”, appear to be clear. 

Assuming that the two movements will merge raises a question concerning 
the future position or role of the existing public health agencies, especially in 
the states and local areas. It is by no means certain that the states will regard 
the public health agency as the only logical administrative unit. In fact, it is 
rather certain that in some states it will be charged that public health, far from 
playing the role of aloof spectator, has a history of outright and vigorous 
antagonism toward any attempt to expand medical care. There are other state 
agencies, such as departments of welfare and of labour, that would not be unre- 
ceptive to a proposal that they administer a new and important activity. Nor 
can the possibility of a new agency be ruled out of consideration. 

In spite of these situations, public health has much to offer as the preferred 
administrative agency. It has what no other existing agency can claim—a cer- 
tain professional administrative organization and experience centralized in most 








324 CANADIAN Pusiic HEALTH JOURNAL 


of the states and extending to at least a portion of the local areas. It offers, too, 
by reason of its background, the major hope of a continuing and increasing 
emphasis on the preventive phases of medical care. These qualities, however, are 
not enough. The situation calls for intensive thought upon the administrative 
problems that will arise in a system of medical care that may include from one- 
half to three-fourths of one hundred thirty million people. Administration 
of that order of magnitude calls for careful planning, not emergency decisions. 

These appear to be the highlights of the situation in the United States. In 
the history of the movement toward adequate medical care it will probably be 
recorded that the decade following 1930 was a period of debate and academic 
discussion ; that following 1940, a period of far-reaching action. 








Current Practice in Communicable 
Disease Control 


HAVEN EMERSON, M.D. 
Professor of Public Health Practice of the College of Physicians and Surgeons 
Columbia University, New York 


INCE the Doges of Venice established the forty-day holding of ships off the 

port before permitting the disembarking of passengers or crew or the un- 
loading of cargoes, the term quarantine (quaranto die) of the wise municipal 
governors has been a symbol and expression of public authority exercised in the 
interest of the health of the community at the sacrifice of some personal con- 
venience and property rights or liberty of the individual infected person and his 
susceptible contacts. 

When the Selectmen of Boston in the last quarter of the seventeenth century 
(circa 1686) required vessels from Martinique to await the death or recovery 
from smallpox of infected passengers and crew, the first formal recognition on 
this continent was given to the principle that the protection of the people against 
pestilence from abroad took priority over the interests of merchants or travellers. 

From a policy of self-interest based on fear, superstition, and a modicum of 
reasoning from observation and experience we have come to a more nearly exact 
administrative procedure in the control of communicable diseases by selective 
and appropriate application of isolation of the sick and quarantine of contacts 
than can be claimed for other major procedures of public health, unless it be in 
the function of registering and interpreting births and deaths. 

Through extensive correspondence with the health officers of other cities in 
the United States in 1914, and by a painstaking series of controlled observations 
upon the secondary attack rate of several common communicable diseases in the 
boroughs of Manhattan and Brooklyn in 1914 and 1915, my then colleague in 
the Department of Health of New York City, Dr. Frank Knause, became con- 
vinced of the wide discrepancy between the facts of disease transmission and 
the varied procedures in effect for their control. 

Out of such observations, which were not limited to the local experience 
of New York City, there came the Committee on Control of Communicable 
Diseases of the American Public Health Association, which with the intimate 
and continuous collaboration of the United States Public Health Service has 
issued three reports briefly descriptive of such known factors in the natural 
history of the reportable communicable diseases of the temperate climates as bear 
upon the practice of control measures by public authority or on the initiative of 
the family physician. 


_. *Presented before a joint session of the Canadian Public Health Association (Twenty- 
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In the latest of these reports (1935) the Committee benefited by the col- 
laboration of Canadian membership. 

Rather than following the tempting and relatively simple method of writing 
rules and regulations to be adopted or adapted for local, rural, city, state or 
provincial use, the committee limited its text to the statements of reasonably 
substantiated facts, from which any health jurisdiction could, with its own 
terminology, and to meet its own limitations or necessities, write its regulations 
or ordinances for incorporation into sanitary code or statute law. 

When we compare now, as we did twenty-five years ago, the facts with 
their application in every-day use under the respective regulations in effect we 
find, while not quite such wide inconsistencies, at least an almost infinite variety, 
and some seriously at variance with the increasingly exact and well substantiated 
epidemiological, experimental and clinical evidence. 

In the current (June 1939) issue of the American Journal of Public Health 
you will find a brief review of the range of practices followed, or at least required 
by the laws of our fifty-four several state and insular governments with regard 
to twelve of the commoner notifiable diseases, with particular emphasis upon the 
relation between known periods of communicability and incubation of these 
diseases and the respective requirements for isolation of the sick and quarantine 
of contacts. 

Through the courtesy of your Secretary I have had copies of the rules and 
regulations in effect in your nine provincial jurisdictions and can offer a short 
reference to the variables in Canadian practice which you may think worth 
reviewing, with those of the several states in mind. 


Chicken-pox 





For chicken-pox with a recognized period of communicability of not more 
than six days from the appearance of the first crop of vesicles, and at the most not 
longer than ten days, without regard to the disappearance of primary or second- 
ary scabs, the usual Canadian requirement is isolation until scabs fall off and the 
skin has returned to normal. One province requires isolation for twelve days 
from onset of the disease and “until the scales are off and the skin lesions healed”. 












Diphtheria 


Diphtheria, with a usual incubation period of two to five days, and a period 
of communicability of less than two weeks and rarely over four weeks, is subject 
to procedures varying from two negative nose and throat specimens twenty-four 
hours apart after ten days of isolation, up to a minimum of twenty-one days 
from onset and two negative cultures. In one province the isolation continues 
until fourteen days after the disappearance of membrane from nose and throat, 
unless two negative specimens are obtained earlier. 

Quarantine may apply oly to contacts who are food and milk handlers if the 
patient is properly isolated, or be required of all contacts for three weeks after 
exposure where bacteriological service is not available. Seven days since last 
exposure with or without negative nose and throat specimens is usual quarantine 
practice in most of the provinces, unless immunity of contacts is established. 
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Dysentery (Amobic and Bacillary) 


There is little or no mention of these forms of enteric infection in the rules 
and regulations of Canadian provinces, and only in one province is there mention 


of an isolation procedure, that is, subject to the satisfaction of the health officer 
with the method of sanitary disposal of feces. 


Rubella. German Measles 


With an incubation of fourteen to twenty-one days, usually sixteen, and 
a period of communicability of not more than seven days and usually four days 
from onset of catarrhal symptoms, isolation of the patient is required for six, 
eight or fourteen days. Quarantine of contacts is either not required at all, or 
may be omitted for two weeks and then required for one week, or may be 
required for twenty-one days according to the rules and regulations of the several 
provinces. . 

Measles with an incubation period of twelve to fourteen days from exposure 
to appearance of rash, rarely as long as eighteen days, and a period of com- 
municability of nine days, of which five are after the appearance of the rash, 
is subjected commonly in Canadian practice to isolation for ten days after the 
appearance of the rash or clinical recovery, whichever is the longer period. In 
one province isolation is seven days from appearance of the rash; and in another, 
fourteen days from onset of the disease. 

Quarantine is required of non-immunes for eight to sixteen days, in most 
provinces for fourteen days or for the last eight of fifteen days since exposure. 

Meningococcus meningitis, with an incubation period of two to ten days, 
usually seven, and communicability during the clinical course and until the 
infecting organism is no longer found in the nose and mouth secretions, usually 
three weeks, is subject to isolation until clinical recovery, or the acute infective 
period is passed, or for one week after return to normal temperature, unless 
negative specimens are obtained from nose and throat earlier, or for two weeks 
from the onset and freedom from discharges from the nose, ears and eyes. 
Quarantine of contacts, while not recommended in the Committee report above 
referred to, is in Canadian practice almost uniformly of ten days’ duration after 
last exposure or until two negative specimens from nose and throat have been 
obtained at a twenty-four hour interval. A contact who is the breadwinner of 
the family may be released at the discretion of the health officer in one province. 

Mumps, with an incubation period of twelve to twenty-six days, commonly 
eighteen to twenty-one, and an assumed period of communicability from onset 
or until return of the parotid gland to normal size, is isolated from sixteen to 
twenty-one days after onset or until the swelling of the parotid gland has sub- 
sided, if this is at a later date, or for one week after the return of the parotid 
gland to normal size in one province. Quarantine is either not required at all 
or is for a period of eighteen days unless proof is offered of a previous attack. 
In one province quarantine may be for seven to fourteen days at the discretion of 
the health officer of a full-time health service. 

Poliomyelitis, with an incubation period of seven to fourteen days, and a 
presumed communicable period lasting for a week or two after onset of symptoms 
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and possibly much longer, is held in isolation uniformly for three weeks, and 
longer if the temperature persists. Quarantine is required for seven, ten or 
fourteen days since last exposure. Proof of previous attack or occupation not 
involving contact with children may exempt from quarantine. 

Scarlet fever, with an incubation period of two to seven days, and commonly 
three to four days, and a communicable period of three weeks from date of onset 
and cessation of discharge or healing of sores or wounds, regardless of the stage 
or extent of desquamation, is isolated in most Canadian provinces for four weeks, 
in one for three weeks and in one for five weeks from onset, unless discharges or 
unhealed lesions persist to a later date. Quarantine is required by most provinces 
for seven days, in one for ten days, but applies only to food and milk handlers 
in one province, if the patient is properly isolated. 

Smallpox. Isolation is required for a minimum period of twenty-one days 
in one province, of twenty-eight days in four, subject to healing of skin lesions. 
In one province the isolation period is “until desquamation following the dis- 
appearance of scabs and crusts has ended”, and in one “until danger of con- 
tamination is past”. Quarantine of susceptible contacts is quite uniformly for 
sixteen days, unless there is evidence of successful vaccination within the past 
five or seven years, or within one to four days since first exposure. 

Typhoid fever, with an incubation period of seven to thirty-eight days, 
usually seven to fourteen days, and a communicable period from the prodromata 
until discharges are free from the infecting organism, is held in isolation until 
two negative specimens of feces and urine at a week’s interval are obtained, 
following clinical recovery. In several provinces the duration of isolation is not 
specified, in most of them the time when the first specimen may be taken is not 
defined, in one instance the first specimen may not be taken until twenty-one 
days after the temperature has returned to normal, and in one instance four 
negative specimens must be submitted if the patient is a milk handler. Quaran- 
tine is either not required at all for contacts or only for milk handlers, or is 
required as absolute, or for two weeks unless contacts are immunized, or for as 
long as twenty-one days. 

Pertussis with an incubation period of seven days, almost invariably within 
ten days, and believed not to exceed sixteen, and a communicable period from 
the beginning of the catarrhal stage, for seven to fourteen days, until three weeks 
after the development of the characteristic whoop, is subjected to isolation of 
from twenty-one to thirty days from the start of the whoop, or for five weeks 
from the onset of the disease, the definition of onset being omitted. Quarantine 
is required for ten days from last exposure in one province, up to fourteen days 
in six provinces, in some instances only applicable to children under twelve years 
of age unless proved to have had the disease. 

You will find more numerous, and often quite inexplicable inconsistencies 
between fact and application in the requirements of the states of the United 
States, than among the provinces of Canada, but it would appear that even in 
the latter there are expressions of legal authority too varied to carry conviction 
of their reasonableness or necessity in all instances. 

The people of today are everlastingly on the move, crossing jurisdictional 
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boundaries between daylight and dark, from state to state, among provinces, and 
between nations. It is our conviction that education of the public in self- 
protection for health and in support of official health services, constitutes an 
obligation upon every appropriate agency of government. What can we say 
then to those who ask the reasons for differences in this the oldest and most 
nearly exact of the functions of obligatory sanitary control of disease? 

While uniformity may be deadly and a sign of stagnation of thought, loss 
of vision of better things and mere subservience to tradition, nevertheless con- 
sistency with the natural facts of disease performance is at least desirable in the 
interest of lay and medical co-operation. 

The highest courts have supported sanitary control practices unless they 
appear to be arbitrary or tyrannical. In the control of communicable disease we 
avail ourselves of the police power, and by its use we limit for a period personal 
liberty and exercise of ordinary control over private premises and personal 
property and goods, and the right to labour for self-support. It behooves us, I 
believe, to be as exact as the state of our knowledge permits and in official and 
precise language declare publicly what we believe to be the periods of com- 
municability and incubation of each notifiable disease, and then phrase and 
enforce only such rules and regulations as are consistent with the periods we 
commit ourselves to with respect to isolation and quarantine procedures. 

If there is a particular and useful function of a national central sanitary 
authority it would seem to be the facilitating and encouraging of common agree- 
ment among the respective civil jurisdictions as to obligatory practices for com- 
municable disease control. Variety of practice in control periods should be 
tolerated or even encouraged solely for the purpose of advancing the scope and 
accuracy of our information, but not simply because of indifference to the facts 
as we know them or from a temptation to be different from our neighbours. By 
all means try the effect of shorter or longer periods of isolation, or no isolation, 
upon the secondary attack rates and test under controlled conditions in hospitals 
or at home the value of quarantine as the basis of one or other assumed incuba- 
tion period, but let us not appear to the public whom we serve to be blundering, 
inconsistent and in disagreement with the pure sciences to which we give so 
much life service. 

While there are wide differences in the behaviour of some diseases accord- 
ing to temperature zones, density of population, occupational and other congre- 
gate relationships, it is unlikely that there are any important differences in the 
time characteristics of the notifiable communicable diseases on the two sides of 
our international boundary, which is an imaginary line with a power to bind 
together rather than to separate our two peoples. It is our common scientific 
knowledge that tends towards international agreement in public health policies 
and practice. 

Some further thought together might reveal not only the strength of our 
common purpose to improve the sanitary security of the people of North 
America, but the force of uniform interpretation of scientific truth in the terms 
of sanitary law, ordinance, rule and regulation. 





The Value of Present Control 


Measures in Communicable Diseases* 


R. B. JENKINS, M.D., D.P.H. 
Chief, Division of Epidemiology 
Department of Pensions and National Health 
Ottawa, Canada 


HEN one considers the improvement in public health which has taken 
place in recent generations, one naturally thinks of the accomplishments in 
regard to such diseases as cholera, typhoid, malaria, typhus and smallpox. 
Wherever the state of civilization is sufficiently advanced and modern knowledge 
is applied, these diseases have been so reduced as to be of comparatively minor 
importance. Much of the success in controlling cholera and typhoid must be 
credited to improvement in our water supplies and community sanitation. In 
smallpox, the credit goes largely to active immunization ; in malaria and typhus, 
to the control of the insect vectors. 
These successes illustrate some of the principles of the control of com- 


municable diseases which, reduced to their simplest forms, are: 
1. Cutting the lines of communications : 


(a) Isolation of patient to prevent transmission of the pathogenic agent through 


droplet infections, infectious excretions, infected blood and the like. 
(b) Quarantine of susceptible contacts, the potential sources of pathogenic agents. 
(c) Blocking avenues of approach as through water and food supplies. 
(d) Destruction of insect vectors. 


2. Creating defences in the potential host, active and passive immunizations. 
3. Destruction of the pathogenic agent, outside the body, concurrent disinfection and 


terminal disinfection. 


Let me illustrate some of the points without: discussing all phases of control 
in each disease mentioned. 


QUARANTINE AND ISOLATION REQUIREMENTS 


One wonders how many health workers in the throes of a measles epidemic 
have questioned the value of quarantine and isolation. We argue that sooner 
or later practically everyone develops the disease, that three or four days of the 
most infectious stage elapse before the disease is recognized and that the patient 
has been disseminating the virus; in the meantime we are spending time, money 
and energy on an activity of questionable value. 

J. L. Halliday, for the Medical Research Council studying the incidence of 
measles, concluded, according to my interpretation, that although measles in a 
normally accessible population is essentially a disease of childhood, the period 


*Presented before a joint session of the Canadian Public Health Association (twenty- 
eighth annual meeting) and the Ontario Health Officers Association (twenty-fifth annual 
meeting), Toronto, June 12, 1939. 
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of child life at which an attack takes place varies with the environment. In 
congested areas, where effective quarantine and isolation cannot be applied, the 
greatest incidence is in the preschool age group. Where congestion is less 
marked and quarantine and isolation can be effectively applied, the age incidence 
rises, bringing the peak in the early school age group. In other words, fewer 
children under five years contract measles through our segregation of contacts 
and patients, and since this is the age group in which most of our measles deaths 
occur, we have saved lives. The time will come when through the use of con- 
valescent serum we will control the severity of the individual attack and permit 
the development of permanent immunity; or some active immunization process - 
may be developed. Until then we must not relax in the application of our present 
methods. In my opinion, we should not yet relax even to the extent of dis- 
continuing the practice of placarding for measles, since it acts as a necessary 
restraining influence on the movements of convalescent patients. 

When one considers the problem of dealing with mumps, one is on much 
safer ground in recommending that it be made simply a notifiable disease, not 
subject to quarantine or isolation. Here we have a disease which is almost if 
not as infective as measles and one which, in childhood, is rarely severe. If our 
efforts are successful, and they are to some extent, we postpone infection to a 
later age, when the attack is much more likely to be accompanied by exceedingly 
unpleasant complications and sequelae—to say nothing of the interruption to 
advanced school life or business life. For these reasons, I am entirely in agree- 
ment with many others who advocate that mumps be removed from the list of 
diseases subject to quarantine and isolation. 

Since it has been so amply demonstrated that no one need have diphtheria, 
one is tempted to say that there be no restriction of contacts or patients, but 
regretfully one must recognize that, despite educational efforts, despite the 
demonstration of the immunity conferred by the administration of diphtheria 
toxoid we have not overcome human inertia. Possibly we are at fault in not 
recognizing that obstacle and not devising means to overcome it. Having been 
guilty myself, I can speak without offence. My oldest child was vaccinated 
before he was three months old. Very commendable you: may say, but he was 
born in England when at that time vaccination was compulsory, except for 
conscientious objectors. Later when diphtheria toxoid was made available and 
its value proved, I, like other parents, procrastinated, knowing that the treatment 
was there to be had at any time. A better illustration of the point I am trying 
to make is this: Our city health department was ready at all times to give 
toxoid. The response was anything but satisfactory, because the permanency of 


the service encouraged procrastination. But when a period was set each year 


during which time, and only then, the service was provided for each district, 
parents made the effort and brought their children, so that now those treated 
each year nearly equal the natural increase of the population. The health office 
confines its interest to the growing numbers of children being brought in about 
the time of the first birthday. 
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I am definitely not in favour of compulsory legislation in this regard, but I 
do think it is necessary for us in planning our anti-diphtheria campaigns to 
recognize the temptation on the part of parents to procrastinate, and to prepare 
our plans accordingly. 

In scarlet fever, I doubt if any one is prepared to seriously recommend any 
lessening of the strictness of quarantine or isolation. On the other hand, we 
might profitably extend their scope. It has been a common practice to release 
immunes (including adults amongst the immunes) without further investigation. 
In one outbreak of scarlet fever, I was struck by the number of times that 
careful enquiry into the history of the disease amongst children disclosed the fact 
that one or other of the parents had earlier suffered from a sore throat without 
other symptoms. Throat cultures showed haemolytic streptococci. Some of 
these adults gave histories of definite attacks of scarlet fever in childhood. I am 
sure it is quite a common experience amongst health officers to find amongst 
child contacts of definite scarlet fever cases, patients whose only symptom is a 
sore throat. Perhaps such observations merely help to confirm the growing 
belief that a patient may suffer from scarlet fever without having a rash. 

We should, therefore, give some thought to the necessity and feasibility 
of extending the scope of quarantine and isolation requirements to include this 
group of contacts and patients; and while we are about it, might we not finally 
discard the idea or suggestion that desquamation in scarlet fever carries infection. 
Ample work has been done to show that the disease cannot be spread through 
that medium. 

There is a growing volume of evidence showing that in this disease active 
immunization is a useful means of control. Though scarlet fever toxin in the 
present stage of development does not give as high a percentage of immunes as 
does diphtheria toxoid against diphtheria, the percentage is high enough to 
justify us in supporting its use. 


AcTIVE IMMUNIZATION 


3uilding up the defences of individuals, that is, active specific immuniza- 
tion, is or will be our most effective means of controlling communicable diseases. 
The value of smallpox vaccination has been recognized so long that one wonders 
why there should still be anti-vaccinationists. One occasionally sees their litera- 
ture and it is not so long ago that they used their old story of failure of vaccina- 
‘tion in the Philippine Islands. According to their version, the authorities for 
some years have been trying to stamp out smallpox in those islands by means of 
vaccination and at the end of the period there was as much smallpox as ever. 
The anti-vaccinationist does not tell of the sequel. Because of the continued high 
incidence of smallpox, an enquiry was held. At this enquiry it was disclosed 
that though thousands of vaccinations had been reported, very few had actually 
been done—the result, a new service, vaccination faithfully carried out, and 
smallpox practically eliminated. According to the latest reports of the Island 
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health authorities, there were no deaths from that disease out of a population of 
over fourteen million. 

No one doubts today that anti-typhoid inoculation played a major part in 
preventing outbreaks of typhoid during the Great War such as were seen in the 
South African War. It continues to play its part where communities are exposed 
to risk through such catastrophies as serious floods and the like. True, it is not 
lasting in its effects as is smallpox vaccination or diphtheria toxoid inoculation, 
but its value must not be overlooked. 

One might amplify this phase of the subject indefinitely, but let me merely 
mention some of the others. Diphtheria toxoid, the worth of which has been 
so amply proved in many places on this continent; scarlet fever toxin ; whooping 
cough vaccine, anti-plague vaccine, Rocky Mountain spotted fever vaccine, and 
others are being developed and perfected and used with resulting diminution in 
disease. 


I have not previously mentioned treatment of the patient as a necessary 


part of our protective machinery. The fact that the sooner we can get our 


patient well, the sooner he will be non-infectious, is so obvious that one hesitates 
to mention it, but I wish to declare one belief. It is this, that the control of the 
chronic infections, such as tuberculosis and the venereal diseases, will not be 


achieved as speedily as it should until these diseases are treated free and without 


the mark of charity or the stigma of indigency. I must leave my belief un- 


supported by argument so that I may mention other matters that come more 
clearly within the scope of this paper. 


CONCURRENT AND TERMINAL DISINFECTION 


The importance of concurrent disinfection is recognized in all provincial 


health regulations, either by implication or by definite instruction. Terminal 


disinfection also gets its proper recognition and the methods specified are 
thorough cleansing, fresh air and sunlight, in accordance with the scientific 
knowledge of the day. 


Fumigation as a means of terminal disinfection is still referred to in some 
of the regulations, though the wording makes it apparent that fumigation is 
mentioned only out of deference to the one-time popular opinion of its merits. 


To represent the present view of authorities on the subject, I have chosen 
two comparatively recent texts. In 


Preventive Medicine, by Hutt and 
Thompson, we find this: 


“Using sulphurous acid and chlorine under the most favourable conditions will only 


cause the destruction of the less resistant forms of bacteria, and these only if they are 


exposed to the action of the fumes. The unsatisfactory nature of the bactericidal effects 


observed with the use of these gases led to numerous attempts being made to obtain a more 


reliable form of gaseous disinfectant. Of the various gases tried, only one, formic aldehyde, 
need be mentioned.” 


Of this they say, that to obtain disinfection, it is necessary to maintain a 
temperature of 60°F. and a relative humidity of not less than 60 per cent. 
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Exposure to these optimum conditions must be maintained for at least 12 hours. 
They go on to say that even under these conditions (which we could not achieve 
in the ordinary home )—“experiments have shown that the penetrating power of 
the vapour is not sufficiently great to be able to sterilize fabrics.” 

In Agents of Disease and Host Resistance, by Gay and associates, we find 
an exhaustive study of various phases of disinfection. They accept the recom- 
mendation of the American Public Health Association Committee on the Control 
of Communicable Diseases. Terminal disinfection is limited to thorough cleans- 
ing. Fumigation is reserved or preserved only for the destruction of insects 
such as mosquitoes. Of fumigation for the destruction of pathogenic organisms, 
they say “Such measures have fortunately been abandoned.” 


Tue NEED FOR UNIFORMITY IN CONTROL MEASURES 


There is one main point that I should like to bring out and that is, our pro- 
vincial regulations are in agreement in the application of the principles under- 
lying communicable disease control, but there is considerable variation as to 
details. 

As I have already mentioned, fumigation is one point of variation. In 
placarding, we find that three provinces placard for chickenpox, six do not; 
measles placarded by all but one; mumps, two for and seven against; typhoid, 
three for and six against; scarlet fever, poliomyelitis, diphtheria and smallpox 
are placarded by all. 

In the quarantine of contacts, since it is a more complex problem we find 
greater variety. Three do not quarantine chickenpox contacts; one “at discre- 
tion” ; one, fourteen days; two, twenty-one days; one, twenty-two days, and one 
during the third week of the incubation period. 

Measles contacts are dealt with more uniformly. Seven provinces hold 
contacts for sixteen days, though there are variations in the conditions set; one, 
fourteen days and one from the eighth to sixteenth day, inclusive. 

In diphtheria, all require seven days’ quarantine, with various provisos. 

The patients receive equally varied treatment, except for those suffering 
from chickenpox, in which there is very close agreement. In measles, two 
provinces require the patient to remain in isolation until clinical recovery; one, 
fourteen days; one, ten days and clinical recovery; the others, six to ten days 
after the appearance of the eruption. 


In scarlet fever, three provinces set the period of isolation at thirty-five 
days, the rest, twenty-eight. 


Four provinces hold diphtheria patients for twenty-one days, or until 
negative swabs are obtained ; two for twenty-one days, or ten days and negative 
swabs; two for a minimum of ten days and negative swabs; and one, fourteen 
days from the disappearance of the membrane. 

Would it not be to our advantage to devise and adopt uniform regulations 
in keeping with our knowledge of communicable diseases ? 
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A Trial of the Confidential Death 


Certificate in the Province of Quebec 


PAUL PARROT, M.D., D.P.H. 
Demographer, Ministry of Health 
Quebec 


ONFIDENTIAL certification is a question of vital concern to everyone 

interested in medical statistics. On this continent there has for several years 
been a growing conviction of the need for measures designed to improve certifi- 
cation in general. The so-called confidential death certificate is one of these. 
For many years, several European countries have employed a closed or confi- 
dential medical certificate. The methods employed differ in each instance but 
regardless of these differences the objective is the same. 

The idea of a confidential certificate in Canada is not new. While I do not 
know the opinion prevailing in other provinces, I do know that which prevails 
in Quebec. The question is of no immediate interest to the population at large; 
it mainly concerns the medical profession. It has been realized by the physicians 
in Quebec that the present system of death certification permits of the essential 
information being known by the relatives and friends of the deceased, by the 
members of the clergy, the undertaker, and through them by other persons. 
The functioning of the present system, particularly in smaller communities, 
permits the cause of death stated by the physician to become more or less general 
knowledge. Because the information on the medical certificate of death may 
become known to other persons, physicians in Quebec have often refrained from 
giving complete or correct information. To determine the extent of such 
incomplete or inaccurate reporting a special study was planned. Before present- 
ing a discussion of this study it is essential that the present system of registration 
of death through civil authorities be clearly understood and that the method of 
collection of the essential data concerning the cause of death as supplied by 
physicians on the medical certificate be outlined. 


SYSTEM OF REGISTRATION AND COLLECTION OF VITAL STATISTICS IN QUEBEC 


In Canada the so-called Registration Area was constituted in 1921. Eight 
of the provinces entered it at that time, Quebec alone remaining outside. We 
had no need to enter this scheme of registration because we had had “civil 
registration” since 1622. On the other hand, we did require a means of collection 
of vital statistics and in 1926, having carefully studied a system of collection 
which would produce the desired results and not disturb the existing registra- 
tion, we joined in the national area with the other provinces. 

In all the other provinces in Canada, the birth, marriage and death forms 
have the dual purpose of registration and vital statistics ; ours are only statistical 
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documents. This is a very important difference which constitutes a major factor, 
rendering it quite easy to modify our statistical forms without interfering with 
our registration. This registration is entrusted to the clergy. In each church 
and for each year a special register is kept in which the parish priest, minister, 
or rabbi, etc., enters each baptism, marriage, and burial. This register, delivered 
and authenticated by the Prothonotary of the Superior Court, is returned to him 
at the end of the year. For the records of the church a duplicate book is kept 
in which the ceremonies of many years may be entered. Therefore, each regis- 
tration is made in duplicate, and official and legal extracts may be issued from 
either. 

With regard to vital statistics, a system had to be established to obtain these 
data with the greatest possible accuracy and with the least possible difficulty 
and trouble to the population. We call it “collection of vital statistics” and the 
parish priests, ministers, etc., to whom it has been entrusted are called “col- 


lectors” instead of “registrars”. As a matter of fact, they are registrars and 


collectors at the same time. When they enter an act of baptism in their civil 
register, they act as a registrar; when this act is completed and witnessed, they 
must fill in the standard birth form, and in so doing they act as collectors. It 
is not my intention to claim that this system is perfect and gives complete results. 
From the fact that more than 85 per cent. of our population is Roman Catholic 
and that every child is baptized, every marriage performed at the church, and 
every deceased buried in the church cemetery, it follows that our “registrars” 
can “‘collect” one hundred per cent. of the facts concerning their parochial popula- 
tion. In regard to the non Roman Catholic population, the very same procedure 
applies, with identical results. Consequently, the blank forms for vital statistics 
are placed in the custody of the clergy. 

The procedure which is followed in regard to deaths is as follows. As soon 
as a death has occurred, the undertaker, if there is one, is called to take charge of 
the interment. The undertaker is responsible to the local “collector” for having 
the attending physician deliver the medical certificate. First, he goes to the 
collector and obtains the death form. The collector fills in the personal section. 
The undertaker then calls on the attending physician who makes out the medical 
statement. From this moment this medical certificate is seen by quite a number 
of persons. First it is the undertaker himself, then his assistants and some- 
times his family, for the death form remains in his hands until the interment 
takes place. Before the burial, the death form is returned to the local collector, 
who must keep it until his next communication with our office. There are more 
than 1800 collectors in the province. We cannot have them sending us each 
form as soon as it is completed; hence each collector makes his returns at the 
end of each month. Therefore, a death form may remain in the office of the 
collector from a single day to a full month. During that time the collector 
himself, his housekeeper, the caretaker of the church, as well as any person 
visiting the priest or minister, may have an opportunity to see the form. In 
large municipalities this may not result in a general knowledge of the cause of 
death, but in smaller communities everyone may learn from what disease the 
deceased died. Such a situation being known to the physicians, there is little 











ene 





A TRIAL OF THE CONFIDENTIAL DEATH CERTIFICATE IN QuEBEC 337 


wonder that, upon occasion, they feel the desire to conceal the true cause of 
death, and that they demand the closed or confidential certificate. 

It is not implied that this unsatisfactory state of affairs exists in other 
provinces in Canada. There is some doubt, however, that physicians always do 
record the true causes. In Quebec, if the confidential certificate were used, our 
physicians would be at liberty to make true statements, for there would no longer 


be any reason to conceal the cause. Hence, if without essentially modifying our 


death form, we render its medical section confidential, our objective will be 
achieved. 


Stupy TO DETERMINE THE ACCURACY OF THE REPORTED CAUSES OF DEATH 


3efore the adoption of the new confidential certificate could be considered, 
it was necessary to prove the necessity of such a measure. For this purpose a 
special investigation was conducted during 1935 and 1936. The procedure was 
as follows. 

It was decided that as many death certificates as possible filed from a given 
territory would be investigated. Counties within a hundred-mile radius of 
Quebec City were chosen, together with the city of Montreal and several other 
cities. When a death form from this area was received at our office, a copy of the 
medical certificate was made to which, for the sake of reference, was added the 
name of the deceased. When a reasonable number of such transcripts was at 
hand for a given county, visits were made to the physicians concerned. The 
purpose of the investigation was explained to each physician and a brief clinical 
history of each case sought. All information obtained was absolutely confidential 
and used only in drawing general conclusions. The physician was asked to give 
his actual opinion regarding the case and this statement was noted on the 
transcript without the physician’s seeing either the copy or the former statement 
on the official certificate. This made it possible to compare both statements and 
draw accurate conclusions. The physicians responded heartily to the investi- 
gation. In some instances they declared that some of their official certificates 


were really untrue or incomplete. Others were unwilling at first to make so 


definite a declaration, but finally did so. Some physicians were so strongly in 


favour of a confidential certificate that they maintained that all their certificates 


at present were wrong. Others stated that, no matter what the conditions, their 


medical certificates were correct. 

In the territory covered by this investigation there are about 1400 phy- 
sicians. As death forms issued in hospitals were not investigated, the 325 
physicians attached to hospitals were not visited. Out of 1075 private physicians 
practising in the territory, 504 were visited. As will be seen later (table I), in 
the year 1935, for example, the territory returned 14,455 death certificates and 
only 4396 of these were investigated. The principal aim of the investigation was 
not to visit the greatest number of physicians but to obtain comparative state- 
ments in as many cases as possible. Some physicians were visited twice; very 
few received three visits ; the majority were visited only once. In some cases all 
certificates issued by a physician during the two years covered by the survey were 
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investigated in the single visit paid to him. In a few other cases, when necessary, 
a letter was forwarded to physicians in place of a second visit. Such a letter did 
not mention the statement made by the physician on his official certificate. 
Table I gives the number of death certificates investigated in each locality 
in comparison with the total deaths recorded. The deaths not investigated were 
those that occurred in hospitals or those for which a coroner's inquest was held. 

















TABLE I 
TotaL DEATHS AND CERTIFICATES INVESTIGATED IN THE AREA UNDER SURVEY 
| 1935 1936 
| Total’ Private Investi- | Total Private Investi- 
Counties: | Deaths Cases gated | Deaths Cases gated 
Lotbiniére.....<.....5.) 258 240 204 256 246 102 
OR rere | 414 345 257 407 271 161 
Bellechasse........... 219 209 191 190 180 87 
Montmagny.......... 224 214 176 198 188 71 
PUNE Sa osis acd acetate 392 372 304 365 345 139 
SODOD. «ce ioe cee xs 730 602 421 705 573 207 
Cities: 
Riviére-du-Loup.......} 153 144 140 143 134 64 
Trois-Riviéres......... | 616 260 241 655 264 0 
SOMO. xo 5 5535 S55 cee 1862 821 559 1907 812 728 
PEE ese sie een 9577 4076 1903 9389 3760 0 
14,455 7281 4396 14,215 6771 1569 
Proportion of private cer- 
tificates investigated... 60.4% 23.2% 
EAE TCE ON a 55855 5s EARS ORR awe RRR SUSE Bintan wiee Hele ard ot 





It was considered that certificates filled out in hospitals as well as those returned 
by coroners would be more accurate and complete. The investigation was, there- 
fore, confined to certificates by physicians engaged in rural and urban practice. 
In the year 1935, of 7281 “private cases’, 4396 or 60.4 per cent. were investi- 
gated. For 1936, only 1569 of the 6771 “private” certificates were investigated. 
This large difference is explained by the fact that the investigation was conducted 
during the whole of 1935 and only the first months of 1936. However, for 
Quebec City the whole of 1936 is covered. 

The findings of the investigation are presented in table II. Of the 5965 


TABLE II 
CLASSIFICATION OF FINDINGS 





Number Per cent. 











No change required on the medical certificate. ...................005- 3758 63.0 
Only minor modification or addition required. ................-000005 221 3.7 
Incomplete certificates but coding not affected......... st eeeeeeeeeees 662 11.1 
BRING cc. san: 5s) Wicerus dS ats ieee Rie mona aR a Munteas Spe mtb erasers ed ate ae em wees ae 4641 77.8 

(a) Certificates unintentionally incomplete........ 161 2.7 
Coding required to (0) Certificates intentionally incomplete.......... 322 5.4 
be changed because (c) Certificates intentionally incorrect............ 418 7.0 

(d) Certificates intentionally untrue.............. 423 To 
I 3 she eae E Ree eS Pe ee be Re ee ow ees rele 1324 22.2 
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certificates investigated, the coding was not affected in 4641, or 77.8 per cent. 
On the other hand, changes in coding were necessary in 1324 cases, or 22.2 per 
cent. This second group represents the total certificates which, for one reason 
or another, were not true statements of the facts of the death. In this group 
there are 161 certificates, or 2.7 per cent., which were unintentionally incorrect 
or incomplete. Our mortality statistics are always liable to contain such 
certificates, but if they were to include only this small percentage of inaccurate 
certificates we might consider that our system is nearly perfect. It is unneces- 
sary to consider this small group in the analysis. Therefore, there remain 1163 
certificates which were intentionally “incomplete”, “incorrect”, or “untrue”. It 
was this group that this special investigation was intended to detect. These 
1163 certificates represent 19.5 per cent. of the total number of certificates 
investigated. This is the proportion of false statements given by the physicians 
intentionally. 

The incomplete certificates need no further explanation; as a rule they 
contained only part of the truth and concealed the principal cause. Classified 
as incorrect are all those certificates in which the cause of death was stated so 
that the impression was given that another cause, also stated on the certificate, 
was the real cause of death. There were 418 of these certificates. The certificates 
classified as untrue were those in which a cause of death other than the real 
cause was given. There were 423 of these cases. In all, about one-fifth of the 
death certificates carry statements that are intentionally inaccurate. If vital 
statistics are to be of value to the public health worker, serious consideration 
must be given to these findings and the means found for correcting the situation. 

The next step in the survey was to analyse 841 certificates which were 
classified under (c) and (d) in table II, in respect to the changes made in the 
coding of the causes of death upon receipt of the supplementary information 
supplied by the physician. This group, doubtless, represents those certificates 
where the physician had a definite desire to conceal the cause of death. Of this 
group there were 273 certificates which concealed communicable diseases. Of 
these, 99 (or 36.3 per cent.) were corrected and coded as tuberculosis, 78 (28.6 
per cent.) as syphilis, and the remainder as acute communicable diseases, such 
as scarlet fever, whooping cough, measles, diphtheria, poliomyelitis, and typhoid 
fever. The original statements on these certificates varied from minor infections 
to convulsions, heart disease, and bronchitis. This information indicates that 
had all the deaths due to communicable diseases been properly certified, the 
number of deaths attributed to communicable diseases in 1935 would have been 
increased by 309 (8.5 per cent.) in the whole province. 

Of these 841 intentionally inaccurate certificates, 568 had to be reallocated 
to their proper classification. Two hundred and one (35.4 per cent.) were 
corrected and coded as cancer, 189 (33.3 per cent.) as heart disease, and the 
remainder under such causes as insanity, diarrhoea and enteritis, nephritis, 
diabetes mellitus, alcoholism, etc. This information shows how often a death from 
communicable disease, or from cancer, etc., may be missed in our vital statistics 
under the present procedure of certification. 
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DISCUSSION 


What is the explanation of the above findings? Why do physicians make 
such unsatisfactory returns? Are they to be blamed or not? We cannot answer 
these questions with any accuracy and, indeed, it is not the purpose of this paper 
to do so. We are interested in learning whether the present system of certifica- 
tion is satisfactory. However, from the information gathered from the physicians 
issuing the 841 inaccurate certificates, the most frequent reasons for concealment 
are as follows: Because the physician feels that the certificates are seen by too 
many persons, 622; because relatives ask that the real cause be concealed, 103; 
to avoid depriving families of insurance payments, 67; and to conceal the real 
cause from some members of the family, 49. I do not commend or subscribe to 
these reasons, but I may explain that the physician’s feeling that the certificates 
are seen by too many persons, which is responsible for nearly 80 per cent. of the 
concealments, is a logical consequence of our present system of certification. 

I do not know whether the situation just described as existing in the 
Province of Quebec exists in other provinces. The French origin of a large 
number of our physicians may be a factor. However, what occurs in Quebec 
may also, for the same reasons, occur in any other province. A similar investi- 
gation would provide an answer. What has just been reported proves the need 
for a confidential certificate at least in the Province of Quebec. 

There is in Quebec a general demand from the medical profession for the 
adoption of the confidential death certificate. At present, by request and resolu- 
tion, 2882 physicians of the total number, 3100, who are practising in the prov- 
ince, have urged that the death certificate be made confidential. This shows 
clearly that the medical profession is strongly in favour of such a change in the 
method of certification. Further, resolutions have been received from local 
medical societies which are organized in the various counties throughout Quebec, 
from medical boards, and universities. 


ForRM OF THE CONFIDENTIAL CERTIFICATE 


The method used to render the medical certificate of death confidential is 
illustrated in figure I. A flap has been affixed which is sealed by the physician 
on completing the medical certificate. Certain changes were also made in ques- 
tions 1, 2, 3, and 4, with the desire of obtaining more complete information. In 
Quebec the forms are bilingual and the arrangement of the certificate with the 
flap to permit of the bilingual printing made the undertaking difficult. The 
situation was met by printing the flap on both sides. To supply the information 
required for the issuing of the burial permit, the essential facts, without disclos- 
ing the cause of death, are printed on the flap, which is duly initialled by the 
certifying physician. The statements made may be read on the flap of the 
certificate in figure I. 

Trial of the confidential certificate has been undertaken in four counties. 
The following letter was sent to all collectors, physicians, undertakers, municipal 
clerks, hospitals, and other interested persons, explaining the operation of the 
new confidential certificate. 
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“Now that the medical certificate is confidential, the municipal authority does not know 
the cause of death. The issuing of the burial permit requires knowledge of the cause of 
death. Sufficient information is supplied on the flap of the new certificate. The physician, 
after he has filled in the medical certificate and sealed it, places his initials in one of the 
three appropriate squares on the flap of the certificate. When the municipal authority issues 
a transportation permit, only one of the following statements should appear on the permit; 
namely, “natural cause”, “accidental death, or violence’, or “contagious disease”, corre- 
sponding to the statement in the square initialled by the certifying physician. 

“For a case of communicable disease, the municipal clerk shall inquire from the under- 
taker if all requirements have been properly fulfilled. As the cause of death is sealed in 
the new certificate, it is essential that all persons having to take definite action either in 
the transportation or interment of the deceased, shall be notified that the person died from 
an infectious disease. All physicians have been urged to observe the requirement of placing 
their initials in square “C” when death has occurred from smallpox, Asiatic cholera, plague, 
typhus, diphtheria, scarlet fever, poliomyelitis, cerebro-spinal meningitis, and encephalitis 
lethargica. Every physician must observe this requirement, duly initialling the square “C” 
so that all persons directly concerned will know that the interment must take place within 
twenty-four hours; the body must be taken directly to the cemetery; or if transported, that 
special authorisation must be obtained in the instance of smallpox, Asiatic cholera, plague 
or typhus, and that special conditions must be fulfilled for diphtheria, scarlet fever, 
poliomyelitis, cerebro-spinal meningitis, and encephalitis lethargica. In the case of any 
other infectious disease, the physician shall initial square “A”. 
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“In this experiment of the confidential death form, physicians are thus authorised to 
initial square “A” for some infectious diseases, but there remains the necessity that they 
inform the undertaker of the nature of the disease. Such a procedure enables the physician 
to keep secret the cause of death (inasmuch as this should be done in the case of contagious 
diseases) and, at the same time, it helps the undertaker to comply with the law.” 

Although the question of the confidential death certificate is mainly the 
concern of the medical profession as a whole, the public may benefit indirectly 
in that, if the causes of death are better reported and more accurately known by 
public health workers, more efficient control of disease will result. Also interested 
in the confidential death certificate are some of the voluntary health agencies and 
the insurance companies. 

In Quebec the introduction of the confidential certificate has been of concern 
to life insurance companies. To maintain the confidential character of the 
certificate, the Division of Demography has considered that copies of the death 
certificate should not be given to any persons, including representatives of life 
insurance companies. As a matter of fact, for a number of years certificates 
have not been issued to the life insurance companies, which have been directed to 
obtain the evidence of death from the civil register and the details of the cause 
of death from the physician certifying the death. The requests for such 
certificates have been received largely from companies issuing industrial life 
policies. The situation in Quebec was frequently unsatisfactory due to local 
agents of certain insurance companies obtaining the certificate from the under- 
taker in order to make a copy and failing to return the certificate promptly. Such 
situations do not now arise. However, under the confidential plan of certification, 
it may be possible to permit the insurance companies, under certain conditions, 
to obtain the information which they desire through the Division of Demography. 


SUMMARY 


1. The method of collection and registration of vital statistics in the Prov- 
ince of Quebec is reviewed. The death certificate is for statistical purposes only 
and does not serve the dual purpose of registration and statistical information as 
pertains in other provinces. 

2. The need for a confidential death certificate in Quebec is outlined. The 
findings of a study conducted in six counties and four cities are outlined. In 
19.5 per cent. of the death certificates studied incomplete or inaccurate informa- 
tion was given by physicians. The reasons given by physicians for the conceal- 
ment of the real cause of death are enumerated. 

3. The desire of the medical profession for the adoption of the confidential 
death certificate is indicated by the fact that nearly 93 per cent. of the physicians 
in the province have urged that the death form be made confidential. 

4. A trial of the confidential death certificate was begun in 1939 in four 
counties. 














The Cape Breton Island Health Unit’ 


C. J. W. BECKWITH, B.A., M.D., C.M., D.P.H. 
Divisional Medical Health Officer 
Department of the Public Health, Nova Scotia 


HE Cape Breton Island** Health Unit is a district health unit consisting of 

four counties with a total population of 133,000 (1931). Its area is 3,970 
square miles, the greatest length being 100 miles and the greatest breadth being 
87 miles. The geography and topography, which enhance its charm and beauty, 
may prove somewhat of impediments from the standpoint of administration. The 
3ras D’Or Lakes, in reality an inland sea, create a long shoreline with many 
bays and islands and divide the Island practically in two. To the north is a long 
cape, virgin forest in the centre but with scattered population along its shores. 
The so-called ‘““North Country”, that is, north of a line drawn from Cheticamp 
to Cape Smokey, with a total population of between 2,000 and 3,000, is particu- 
larly difficult to serve, especially in the winter. 

Study of the distribution of population reveals that 92,000 or 70 per cent. of 
the population of Cape Breton Island is concentrated within Cape Breton 
County and of that 92,000, 69,000 or 75 per cent. is within seven urban areas in 
a radius of fifteen miles from the city of Sydney, where the health unit’s office 
is situated. This leaves, in the remainder of the Island, a population of 41,000, 
of which 37,000 or 90 per cent. is rural and 4,000 is urban. The rural popula- 
tion is concentrated in Inverness county, where there are 18,000, and in Cape 
Breton county with 24,000. The remaining 19,000 of the rural population is 
within Victoria county (8,000), and in Richmond county (11,000). It will be 
seen, therefore, that there is a distinct rural health problem and a distinct urban 
health problem. The urban problem is somewhat accentuated when it is realized 
that the leading industry in each town is coal mining or steel manufacture, and 
that many nationalities are represented. The rural population, on the other 
hand, is of Scottish or French descent. Further, Cape Breton county, with its 
population of 92,000, creates a health problem in itself. 

Within the health unit, the public health machinery already functioning is 
as follows. Each county elects a municipal council, each councillor representing 
a district. The municipal council in session elects from among the practicing 
physicians one who is appointed health officer. Each incorporated town carries 
out the same procedure through its town council. This results in fifteen 
medical health officers within the unit, nine of these health officers in Cape 
Breton County and six in the remainder of the Island. All except one of these 
appointments are part-time, such appointments ranging from one to three years’ 


*Presented at the twenty-seventh annual meeting of the Canadian Public Health 
Association, Halifax, June 22, 1938. 


ee, 


**Cape Breton Island is within the Province of Nova Scotia, situated north-east of 
the mainland and separated from it by the Strait of Canso. 
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duration and with annual salaries from one hundred to nine hundred dollars. 
The one exception is a full-time permanent appointment in Sydney. We have 
been fairly fortunate, on the whole, in the type of man appointed, for he is 
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Divisional Medical Health Officer’s headquarters: Sydney. 


usually enthusiastic and co-operates well in plans for improved community 
health. 

Each municipality (conforming with each county in the Island), is required 
by law to appoint a Local Board of Health, which represents in general, indi- 
vidual polling districts. The chairman of the board is the municipal councillor 
for the district. There are, so far, no County Boards of Health, although there 
is permissive legislation by which such may be established by application to the 
Governor-in-Council. The Local Boards of Health are rarely as active as they 
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should be, except in times of emergency. Each incorporated town is required 
to appoint a Board of Health from its elected councillors. 

This then, is what we have to work with. The function of the Health Unit 
is to correlate the present activities, co-operate with present agencies, and 
develop the public health program within the present set-up, in so far as this 
is possible. If satisfactory progress does not ensue, then we should remember 
that the only thing constant is “change” and evolution must take place. A very 
important point to note, and one which illustrates a far-sighted policy, is that the 
staff of the Unit is not dependent locally for financial support. 

The present staff of the Unit comprises a Director, who is the Divisional 
Medical Health Officer, eleven full-time qualified public health nurses,* and two 
clerks. The staff of eleven full-time nurses represents an increase of eight since 
September 1937. 

The functions of the Director are to develop and execute a working health 
scheme for the Island, including satisfactory records; to act in a consultative 
manner to Medical Health Officers and Boards of Health; to act as tuberculosis 
diagnostician; and in co-operation with local physicians, to provide medical 
supervision for four tuberculosis units representing approximately 120 beds. 

The nursing service is of the “general” type. The present duties of the 
nurses are: (a) to carry out yearly inspection of all school children except in the 
city of Sydney and the town of Glace Bay, which have their own school nurses ; 
(b) to arrange and attend tuberculosis clinics; (c) to make tuberculosis home 
visits; (d) to give pre-natal and post-natal instruction; (e) to do emergency 
bedside nursing and give nursing instruction in rural districts; (f) to aid in 
public health education; (g) to aid local physicians in immunization programs, 
and (h) to keep adequate and satisfactory records. Inspection of school children 
and anti-tuberculosis work have been, up to the present, the only systematized 
programs. However, the rapid increase in nursing staff provided by the Pro- 
vincial Department of Health has resulted in ten nursing districts within the 
Health Unit, where there were only three in 1937. These divisions are now of 
such a size with regard to population and territory that it becomes possible to 
expand the nursing program into all fields of preventive medicine. The efficiency 
of this service will be further enhanced by the presence of a nursing supervisor, 
at present taking a post-graduate course in nursing administration. 

A competent and diplomatic nursing service is essential for our plans, since 
we believe that a sound and progressive public health program depends funda- 
mentally on the education of the public, and this takes place primarily within 
the home. There is no one better qualified to do this important work than the 
well-trained, conscientious and diplomatic nurse. 

The Cape Breton Island Health Unit has been functioning for a little over 
a year. An endeavour has been made in that time to become familiar with the 
territory, acquainted with municipal councils, the health officers and local ° 
organizations ; to evolve a system within the office which will provide the much 
needed statistical. knowledge of morbidity and local problems, thus drawing a 


*This increase in nursing staff has taken place since June 1938. 
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tangible base line for future comparison, and to expand activities from tubercu- 
losis control, in particular, to the wider concept of general preventive medicine, 
and this without any sacrifice of present service. Fortunately, the practising 
physicians and committees representing local governments are open for sugges- 
tions and co-operate excellently, with the result that one sometimes fears there 
may be too many irons in the fire. Confidence must be developed as progress 
is made, for, on the whole, Nova Scotians resemble “those from Missouri” in 
a striking manner. 

The enthusiasm and co-operation we have met have helped greatly in what 
accomplishments have been made in this time. The anti-tuberculosis program 
is well established, so well established that if a well-balanced public health pro- 
gram is to be maintained, qualified medical assistance will be necessary. An 
attempt is made to hold regular clinics throughout the Health Unit, to which 
cases suspected of having the disease are sent by the physicians, and the develop- 
ment of the “contact” examination program adds greatly to these numbers. 
Within the Island we are fortunate in having ten x-ray units, which serve well 
the urban districts and the areas immediately surrounding. Each hospital, 
accepting its responsibility as a leader in the health program of the community, 
has reduced the cost of chest plates and fluoroscopic examinations so that they 
are within the financial reach of the majority or can be met by charitable organi- 

ations. In the line of co-operation, and to give almost immediate service, chest 

plates are interpreted by the Divisional Medical Health Officer. The physician 
receives recommendations, in so far as this is possible, along with the interpreta- 
tions. The advantages of such a system are many, not the least of which is the 
immediate knowledge of new cases diagnosed by x-ray plate; the information 
accumulated from this source in the course of a year is astonishing. With the 
addition of a portable x-ray unit for the rural districts, the tuberculosis service 
will be further improved. In March of 1938, three hospitals combined in pro- 
curing the services of a radiologist but so far as the chest is concerned, with his 
co-operation and that of the physicians, we still obtain information, for the 
purpose of records, on all chest films taken. 

The system of adding tuberculosis units to general hospitals, as a step in 
the control of the disease, has been developed to the greatest extent in this 
district health unit. There are three such actually within the Island and one on 
the mainland, which come under the supervision of the Divisional Medical 
Health Officer. Another forty-two bed unit is nearing completion. Such a 
service for the control of the disease, when backed by the good-will of the 
profession, with a satisfactory visiting nursing service within the home, should 
accomplish some lowering of morbidity and mortality rates. 

The acute communicable disease problem is almost entirely centred within 
Cape Breton County. Nevertheless, an immunization campaign to cover the 
whole Island is in its development. Diphtheria toxoid has been given to approxi- 
mately 10,000 school and pre-school children. 


Scarlet fever toxin has been 
given to approximately 200 school children. 


A vaccination campaign is just 


starting in the rural areas. It is to be noted that there is no infectious disease 
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hospital within the Island. Notification of communicable diseases has improved 
but it is still far below the level necessary for satisfactory records and statistics. 
This is particularly true of syphilis and gonorrhoea, but assurance has been 
given that co-operation in this matter will be forthcoming, under conditions 
which it is not expedient to discuss at this time. 

A general laboratory service for public health work is maintained in the 
central Provincial Laboratory in Halifax. Any specimens having a relationship 
to the public health are examined free of charge, including examination of tissue. 
The demands placed on this efficient service are rapidly increasing. 

A sanitary inspector for the Health Unit is a necessity. About three years 
ago, a sanitary engineer was appointed to the Provincial Health Department ; 
his efforts have resulted in many improvements but as yet it has not been 
possible to approach all sanitary problems. A sanitary inspector on our staff 
will open this large field to more intensive development. 

Public welfare, which goes hand in hand with public health, is at present 
undertaken by representatives of the Director of Welfare, who is under the 
Minister of Health. Co-operation between the two branches is enjoyed with the 
hope that the future will see the two branches working in ever increasing 
harmony. 

A fuller and more systematic program in public health education is to be 
developed. At present routine talks to school children on health matters are 
undertaken by the nurses as they complete their inspections. The demand for 
addresses or demonstrations to public gatherings such as service clubs, study 
clubs, Home and School associations, etc., is most gratifying and may be taken 
as an indication of the lively interest in preventive medicine. 
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HOW MUCH DO WE CONTROL COMMUNICABLE DISEASE? 


T the annual meeting of the Ontario Health Officers Association in 1928 the 

late Dr. Wade Frost, Professor of Epidemiology, School of Hygiene and 
Public Health, Johns Hopkins University, discussed the control of communicable 
diseases. He directed attention to the fact that many high hopes of effectual 
control had not been realized; he pointed out the necessity for recognizing our 
failures, for casting off those methods which had proved to be of little or no 
value and for adopting, when possible, new methods based on adequately con- 
trolled observations and experience. He emphasized that public health work, 
including control of communicable disease, should be re-assayed in order to 
determine the current value of methods which might have been established and 
evaluated under other conditions. In short, he made a plea that health officials 
of all grades should keep an eye open to both success and failure and that 


The fact that now, over ten years later, nearly one whole general session 
of the recent annual meeting was given over to presentation and very lively 
discussion of current practice in control of communicable disease is evidence at 
least that we are cognizant of our imperfections, if not failures. Some progress 
has been made since Dr. Frost indicated the serious limitations in our practices. 
Diphtheria is to a large extent controlled through active immunization with 
toxoid; the misconception of the “irreducible minimum” in typhoid fever has 
largely disappeared and the sporadic residual typhoid that still persists is 
receiving attention as well as the epidemic outbreaks; tuberculosis is treated, 
not merely spoken of, as a communicable disease and sources of infection are 
recognized and where possible, and as soon as possible, segregated or otherwise 
controlled. Gratifying results have been obtained, too, in other fields. Therein 


But some features are less encouraging—especially the lack of factual in- 
formation in regard to the value of current practice. Is it true, for instance, 
that whooping cough mortality in the United States has decreased very decidedly 
while in Ontario the level of thirty years ago is, for practical purposes, main- 
tained? Has control been achieved south of the border and not achieved north 
of it? Have control measures been applied in the United States so much more 
effectually than here in Ontario? Or is the difference in the apparent decline 
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purely artificial and merely a difference in bookkeeping? This is the most 
feasible explanation of the difference in the rates of decline. We are confronted 
then with two alternatives: Either our methods have not been successful; then 
why continue them? Or our bookkeeping leads us astray; then why continue 
it? Why not insist that our bookkeeping reflect the truth and not fallacy? 
Whooping-cough mortality is only one example of a problem, factual informa- 
tion in regard to the control of which by notification, isolation, placarding, and 
quarantine, is lacking. Even diphtheria, until active immunization achieved 
control, might have served equally well. So might the morbidity and mortality 
from measles, from scarlet fever, from poliomyelitis, etc. If we are in earnest 
and willing to face reality, we will not be satisfied or greatly encouraged by this 
state of affairs. We should be spurred to some more effectual action, or, at 
least, to look facts in the face. In order to preserve respectability or, more 
important, self respect, public health practice must be based on fact; fancy, 
untested, is little better than fallacy. Practice must have purpose and unless 
the objective is attained, continuation of the practice is not warranted. If the 
annual meeting provided an opportunity for taking stock of ourselves in this 
regard, the benefits to be derived from such stock-taking should not be lost by 
any relapse to complacency. Stock-taking, measuring our failures and our 
successes, should be part of every day’s routine. 


THE ANNUAL MEETING OF THE AMERICAN PUBLIC HEALTH 
ASSOCIATION 


een public health workers will be interested in the sixty-eighth 

annual meeting of the American Public Health Association, which will be 
held in Pittsburgh on October 17th to 20th. @Dhe Association has served the 
whole North American continent, sharing with members in Canada, Cuba and 
Mexico its meetings and services. It would indeed be difficult to measure the 
extent of the assistance which has been rendered to public health in Canada by 
the American Public Health Association since its establishment in 1872. Among 
the Presidents of the Association have been leaders in the health field in Canada, 
and it is interesting to recall that the Laboratory Section was established on the 
occasion of the Association’s first meeting in Montreal. 

The annual meeting of the American Public Health Association affords 
Canadian workers a comprehensive review of the methods adopted by their 
American confréres in the major problems facing public health on this continent 
and it is expected that the Canadian attendance. will be large this year in view 
of the central location of the meeting. One of the features will be the provision 
of a Health Education Institute, the sessions of which will precede the meeting 
proper. Under the chairmanship of Dr. Ira V. Hiscock, the Institute will pro- 


vide practical help, guidance and stimulation for those responsible for health 
education programs. 
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Georce F. Bucuan, M.D., F.R.C.P., D.P.H. 
London 


REPORT OF THE MeEpICAL RESEARCH 
CouNCIL 

‘THIS report for the year 1937-38 

was issued recently. The Council 
is a body set up by the Privy Council 
for purposes of research and a sum of 
£195,000 was provided by Parliament 
for its work for the year under review. 
The Council is composed of a number 
of personages distinguished in various 
walks of life but the majority are or 
have beet: research workers while the 
Secretary is the eminent physiologist 
and reseach worker Sir Edward Mell- 
anby. The Council has no set policy 
for the promotion of research but util- 
ises various methods. Actually pro- 
motion of specific research by the 
Council is usually done by appointment 
of individuals to their permanent staff. 
These appointments depend on the sub- 
ject and the merits of the person 
chosen. When once appointed the 
individual has wide liberty of action 
in planning investigations. a 
cil seldom choose particular ases 
for investigation but merely such broad 
subjects as virus diseases, endocrin- 
ology and chemotherapy. In other in- 
stances the Council selects the head of 
a laboratory, a hospital in respect of 
some individual worker or maybe the 
individual worker himself to initiate 
investigation into some particular sub- 
ject chosen by the worker for which 
personal and expenses grants are given. 
The Council do not provide money for 
institutions but for individuals because 
the Council regard it as essential that 
they retain direct control over the 
choice of the worker and the type of 
investigation proposed. 

The Council encourage the direct 
study of disease as well as the more 
fundamental sciences. At the present 


time there is a relative dearth of work 
in clinical science and experimental 
pathology in this country as compared 
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with many other branches of medical 
science. In order to overcome this lack 
of equality the Council are making spe- 
cial efforts to enlarge the available per- 
sonnel by offering scholarships and 
fellowships for young workers in these 
particular fields of enquiry. It will 
thus be seen that the Council appreciate 
that research must be carried out on 
the broadest basis possible if results 
are to be achieved and every oppor- 
tunity for discovery explored. 

In their Annual Report the Council 
make some valuable observations on 
the application of knowledge in pre- 
ventive medicine. They refer particu- 
larly to the fact that little use has been 
made in Great Britain of the existence 
of a method of proved value for the 
prevention of diphtheria. They refer 
to the striking experiences of Hamil- 
ton, Ontario, and New York City 
where as a result of preventive inocula- 
tion with diphtheria toxoid the death 
rate from this disease amongst children 
between the ages of 1 and 15 has been 
spectacularly reduced. There is also 
an important note on the value of im- 
proved nutrition and it is urged that 
a much greater consumption of milk 
and and other dairy products, of eggs, 
of vegetables including potatoes, of 
fruit and of fat fish at the expense of 
bread, biscuits, sugar and sweets, espe- 
cially in early life, is an urgent national 
requirement. If this alteration in the 
dietary habits of the nation were made 
universal the report urges that not only 
would the physique of the people be 
improved but dental decay would be 
greatly reduced and the standard of 
health appreciably raised. This sub- 
ject is of interest to me because in my 
Borough of Willesden an improved 
dietary for the feeding of necessitous 
school children has recently been under 
discussion. The improvements to be 
effected were on the lines of the above 
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suggestions. The improved dietary 
was not, however, accepted as it would 
have meant an increase in cost of some- 
thing like £1,500 per annum. 

There is another section of the re- 
port which is of great interest at the 
present time dealing with physical 
exercises and the public health. The 
report states that physique and health 
are far more closely related to feeding 
than to physical exercise. It would 
seem to me that if a man is sound in 
wind and limb and is well fed physical 
exercise can then be imposed upon 
him. But if he is not sound in mind 
and limb or is not well fed, physical 
exercise will not help him at all but 
rather the reverse. The Medical Re- 
search Council have set up a special 
committee to advise as to investiga- 
tions concerning the effects of effort, 
repose, diet and growth in man in re- 
lation to physical exercise. 

The report deals with many forms of 
research, the majority of which might 
be described as academic. The whole 
report is one of some 199 pages of 
which it may be said that only some 
19 are concerned with clinical research 
and industrial health research. It is 
to be hoped that these particular forms 
of research which are even more diffi- 
cult than academic research and as 
likely to be fruitful will receive greater 
recognition in the future. The report 
is an exceedingly comprehensive and 
interesting document. The field of 
medical research is so vast that it is 
almost impossible to deal adequately 
with all aspects of the work. The 
Medical Research Council, neverthe- 
less, are to be congratulated on carry- 
ing out their duties with great effi- 
ciency and on the production of a 
volume of knowledge towards the 
elimination and prevention of disease 
which is likely to bear much fruit. 


RESEARCH IN PREVENTIVE MEDICINE 


THE Medical Research Council have 
just announced _ that they have ap- 
pointed a special committee for in- 
vestigations into problems of preven- 
tive medicine under the distinguished 


chairmanship of Professor Sir Wilson 
Jameson, Dean of the London School 
of Hygiene and Tropical Medicine. 
This is a step which is long overdue 
but it is to be hoped that this com- 
mittee will soon get to work and clear 
up some of the vague speculations 
which are current with regard to many 
of the problems of the public health 
worker. The trouble that many such 
committees are faced with is that they 
are expected to make some discovery 
and all their energies are frequently 
bent towards this end. Research after 
all makes, in the main, merely contri- 
butions to knowledge and seldom fin- 
ally settles a problem. It seems to 
me, therefore, that any results obtained 
should be always put forward with 
suitable explanations of their limita- 
tions. Under the chairmanship of Sir 
Wilson Jameson, however, we can be 
certain that no report will be issued 
by his committee which does not bear 
the strictest scrutiny and which is not 
likely in the long run to be beneficial 
to the cause of preventive medicine 
and public health. 


TUBERCULOSIS IN WALES AND 
MoNMOUTHSHIRE 


In September 1937 the Minister of 
Health set up a committee to enquire 
into the anti-tuberculosis service in 
Wales and Monmouthshire and to 
make recommendations. This commit- 
tee have now reported. The treatment 
of tuberculosis in Wales is in the hands 
of the King Edward VII Welsh 


National Memorial Association. This 
Association in respect of treatment 


have done excellent work but difficul- 
ties have arisen because of the divorce- 
ment of prevention from treatment, 
the authorities responsible for preven- 
tion being the municipal and county 
authorities in Wales. The whole re- 
port shows that there is no one method 
of stamping out tuberculosis but that 
housing has to be considered, that 
sanitary conditions have to be taken 
into account, that the conditions in 
schools are also important, that the 
maintenance of the health of school 
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children requires consideration and 
that nutrition is a predominant factor 
in any anti-tuberculosis campaign. For 
these reasons the Committee accord- 
ingly direct particular attention to the 
importance of linking up the work of 
the local health authorities with that 
of the King Edward VII Welsh 
Memorial Association. They point out 
that greater interest should be taken 
in the work by local authorities and 
that the tuberculosis problem should 
not be considered solved merely when 
the sufferer is removed to hospital or 
is otherwise receiving treatment. The 
report passes certain strictures on 
sanitary conditions in Wales which, 
however, can soon be remedied if it 
is recognised that the causes of tuber- 
culosis are composite and that the com- 
plete co-operation referred to by the 


committee is all important for its 
eradication. 


MANAGEMENT OF MUNICIPAL 
HousinG Estates 


Since the Great War more than a 
million houses have been built by local 
authorities. The City of Birmingham 
alone has built over 50,000 houses and 
smaller local authorities smaller num- 
bers. The ownership of these dwelling 
houses raises many problems of man- 
agement. The houses have been built 
primarily for a section of the com- 
munity who formerly lived under bad 
sanitary conditions. These people now 
find themselves transferred to houses 
which will give them the chance to 
live healthier lives. A number of these 
families adapt themselves quickly to 
their new surroundings, others again 
require some initial guidance, while a 
not inconsiderable proportion require 
constant supervision if they are not to 
surround their new homes with the 
slum atmosphere. 

A committee of the Government re- 
cently reported on the general question 
of the management of housing estates 
by local authorities with special refer- 
ence to the employment of trained 
house managers. The aims of good 
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house management can be defined as 
the application of skill in caring for 
the houses in order that they may re- 
tain their value as real homes for the 
tenant and be an asset to the com- 
munity at large. In addition to such 
matters as rent collection and _ the 
ordering of repairs much educative 
work needs to be done to effect the 
desideratum—"“‘house-minded” tenants. 
This form of social service calls for 
something more than academic eff- 
ciency and the officer of a local au- 
thority who is deputed to do this work 
will be thoroughly efficient and valu- 
able only if he or she has a ready 
understanding of the mental make-up 
of the working class housewife and a 
deep appreciation of the circumstances 
which may have led the family to 
acquire the unpleasant slum habits it 
is desired to extinguish in the new 
home. To secure the best results, it 
is probable that there should be an 
appreciable gulf between the cultural 
upbringing of the social worker and 
the housewife, not in order that the 
social worker will look down on her 
charges but rather that the working 
mother will look up to the social 
worker as a friend who, whilst under- 
standing her difficulties, knows the 
best way out of them. Authority there 
must be but only to be used in an 
extremity. Knowledge of the respon- 
sibilities of a landlord, knowledge of 
the duties of the tenant, are, of course, 
very necessary but to be successful the 
social worker must have knowledge of 
and sympathy with the trials and 
tribulations of the housewife who is 
probably harassed by poverty and the 
difficulties that poverty entails. 

Some years ago, a system of house 
management was initiated by Miss 
Octavia Hill, acting on the principle 
that business and social welfare are not 
independent spheres of activity. The 
executive work done by Miss Hill and 
her immediate associates was accom- 
plished by the use of similar qualities 
to those enumerated above. Since her 


day, many women have been trained 
on what is known as Octavia Hill lines 
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but it still requires to be generally 
appreciated that trainings can only 
cover factual matters and that an in- 
grained sympathy and discernment 
must be allied to technical knowledge 
as the complete equipment of the suc- 
cessful housing manager for the new 
municipal estates. 

The Committee deals exhaustively 
with the many problems that arise. 
The report covers a wide field and is 
to be commended to all who are inter- 
ested in this very intricate problem. 


REFRESHER Course IN MATERNITY 
AND CHILD WELFARE 

REFRESHER Courses which were 
started by the Society of Medical 
Officers of Health two years ago have 
become a feature in the sessional pro- 
gram. The courses are designed to 
meet the needs of the various types of 
medical officers that the Society em- 
braces within its groups and sections. 
The courses are held at important med- 
iclal centres and extend over four days 
during which intensive instruction is 
given. The attendance is limited to 
twenty-five and a fee of £2.2.0. is 
charged. This fee and travelling and 
other expenses are usually refunded 
to the member by his or her employing 
Local Authority as it is considered that 
such a course will improve the quality 
of service. Perhaps it will interest my 
Canadian readers if I give an outline 
of the course held in Edinburgh in 
May, 1939 for Maternity and Child 
Welfare Medical Officers. The course 
was conducted jointly by the Medical 
School of the University of Edinburgh 
and the Health Department of the City. 
Lectures and demonstrations took place 
in the University and in associated 
clinics or hospitals or other institutions. 
Each lecturer was an authority on the 
subject dealt with and when he had 
finished free discussion was encour- 


aged. The matters covered in the four 
days were congenital deformities; the 
role of B.C.G. in the control of tuber- 
culosis in infancy and childhood; air 
raid precautions for women and chil- 
dren; deaf born children; the signif- 
icance of the neo-natal period ; anaemia 
in relation to public health; mental 
defectives in a certified institution ; 
normal diet in pregnancy and _ for 
young children; common dietetic er- 
rors and their effects; the administra- 
tion of a large maternity hospital unit ; 
otitis in children; puerperal sepis ; and 
a number of demonstrations in special 
procedures. 

Among the interesting institutions 
seen or demonstrations given three may 
be singled out for mention, namely, 
the Simpson Memorial Maternity 
Pavilion with its latest arrangements 
for ante-natal and lying-in care and the 
adjacent new Nurses’ Home; the 
demonstrations of the Drinker respira- 
tor, the oxygen tent and the suction 
treatment of laryngeal diphtheria at 
the City Fever Hospital; and the 
demonstration of the Gessell tests for 
the mental development of infants as 
modified by Miss Mathans at Brunts- 
field Children’s Home. 

In each course instruction is given 
in the more recent advances in knowl- 
edge bearing on the work of the par- 
ticipants and where possible demon- 
strations of the practical application of 
such knowledge are arranged. The 
value of these refresher courses is 
greatly enhanced by the time allowed 
for discussion and exchange of experi- 
ence between the lecturers and the 
medical men and women attending the 
courses. All members have thus every 
opportunity of bringing their knowl- 
edge up to date and all those who have 
had the opportunity of attending speak 
highly of the scientific and practical 
interest of these courses and the great 
benefit they derive from them. 











REPORT OF THE ASSOCIATION'S WORK 
DURING 1938-39 


(Part IT) 


REPORT OF THE COMMITTEE ON HONORARY LIFE 
MEMBERSHIP 


HE committee has the honour to add to the list of distinguished leaders in 

public health who have been made recipients of honorary life membership 
in the Canadian Public Health Association the names of Sir Arthur MacNalty, 
K.C.B., M.D., F.R.C.P., K.H.P.; A. J. Douglas, LL.D., B.A., M.D., C.M., 
F.R.C.P.(C.) ; John Knox McLeod, M.D., and John J. Cameron, M.D. 

Sir Arthur MacNalty has been a medical officer in the service of the State 
for almost twenty-five years. In 1935 he succeeded Sir George Newman, 
K.C.B., as Chief Medical Officer of the Ministry of Health and Board of Educa- 
tion. Sir Arthur had a distinguished career at Oxford and before entering the 
Civil Service held many valuable hospital appointments. His early interests were 
physiology and tuberculosis and he had general county public health experience 
before he entered the medical department of the Local Government Board in 
1914. Sir Arthur's career in the central government department has been one 
of great distinction. He has prepared a number of epoch-making reports, of 
which the outstanding is his report to the Ministry of Health on tuberculosis, 
including an examination of the results of sanatorium treatment, published in 
1932. His published writings in regard to the epidemic diseases of the central 
nervous system are classical and his book on the subject, published in 1927, has 
been a valuable addition to medical literature. During the years preceding his 
appointment as Chief Medical Officer, Sir Arthur was in charge of the tuber- 
culosis, venereal disease and institutional therapy section of the Ministry of 
Health. Sir Arthur has served on many important committees of the Medical 
Research Council and also has been an Examiner in Public Health to a number 
of English universities. His record of work eminently fits him for the high 
office which he now holds and the Association is privileged in according him 
honorary life membership. 

Dr. Alexander Joseph Douglas completed on April 30, 1939, almost forty 
years of distinguished service as medical officer of health of the city of Winnipeg, 
a position to which he was appointed in September, 1900. To this post he 
brought energy, versatility, clear thinking, diplomacy, and a remarkable memory 
for detail. His work on behalf of the health department of Winnipeg, with which 
his name has been synonymous for almost four decades, has won recognition 
throughout this continent. Dr. Douglas has been intimately associated also 
with the Medical College of the University of Manitoba for almost as long a 
period, completing thirty-seven years of service this year. As Professor of 


Presented at the twenty-eighth annual meeting of the Canadian Public Health Association, 
Toronto, June 12-14, 1939. 
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Public Health he has contributed much to the advancement of public health not 
only in Manitoba but beyond the boundaries of the province. In May, 1937, the 
University paid tribute to his years of service both in behalf of the university 
and the city by conferring upon him the honorary degree of LL.D. Through 
the years, broad outside interests have tempered his knowledge of public health 
with knowledge of human nature. To the Canadian Public Health Association 
Dr. Douglas has given effective leadership both as a member of the Executive 
Council and as President of the Association in 1930. 

Dr. John Knox McLeod, one of Nova Scotia’s pioneer medical officers, has 
served with distinction as medical officer of health of Sydney since 1907. During 
his years of service to the city and to the Province of Nova Scotia, Dr. McLeod 
has had many projects to initiate and plans to carry out. Some of these naturally 
were of a contentious nature and might easily have aroused antagonism; but so 
far as is known, none of his associates ever fostered resentment. Throughout 
his career he has devoted very special attention to the control of tuberculosis. 
The long fight which he conducted for the establishment of tuberculosis beds in 
Sydney makes one of the finest chapters in the history of that city. Dr. McLeod 
is an honorary member of the Cape Breton Medical Society, the Medical 
Society of Nova Scotia, and the Canadian Medical Association ; and past presi- 
dent of the Cape Breton Medical Society and the Provincial Association of 
Medical Health Officers. His many interests have brought him in intimate 
contact with voluntary health organizations. 

Dr. John J. Cameron shares with Dr. McLeod the distinction of being one 
of Nova Scotia’s pioneer medical officers of health. Dr. Cameron was born at 
Salt Springs, Antigonish, in August, 1861. Shortly after graduating from 
Bellevue Hospital Medical College, New York, in 1889, he returned to Nova 
Scotia and entered upon the practice of medicine at Antigonish. Dr. Cameron’s 
interest in public health early became manifest and he was appointed health 
officer for Antigonish municipality, a position which he has filled with con- 
spicuous success. He is a member of the Eastern Counties Medical Society, 
the Medical Society of Nova Scotia, the Provincial Association of Medical 
Health Officers, and the Provincial Medical Board. Dr. Cameron, like Dr. 
McLeod, has honoured the position of medical officer of health. Serving in one 
of the oldest municipalities in Nova Scotia and without the resources of a large 
city, Dr. Cameron has made public health vital in the life of the community. 


J. T. Puatr, Secretary of the Executive Committee. 


REPORT OF THE COMMITTEE ON ARCHIVES 


N the passing of Dr. T. A. Starkey, Strathcona Professor of Hygiene in 
McGill University, whose death occurred in March, 1939, the Association 
suffered the loss of its first President. Dr. Starkey was a member of the group 
in attendance at the organization meeting of the Association in October, 1910. 
Following the organization of the Association, valued leadership was given by 
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Dr. Starkey, who at that time was Professor of Hygiene and Public Health in 
McGill University. He planned the first general meeting of the Association, 
which was held under the patronage of Lord Strathcona in Montreal, December 
13-15, 1911. 

During recent months the Association lost another of its Past Presidents, 
Dr. J. D. Pagé, who served as President in 1917. Dr. Pagé was one of the public 
health leaders who took part in the Association’s first annual meeting in 1911 
and he continued to have an active interest in the work of the organization until 
his retirement in 1932 from his official duties as Chief of Immigration Medical 
and Quarantine Services in the Department of Pensions and National Health. 
He had been living quietly in retirement at Farnham, Quebec. 

In the death of Mr. William R. Tracey, B.A., vital statistics in Canada lost 
one of its most prominent leaders. As chief of Vital Statistics in the Dominion 
Bureau of Statistics Mr. Tracey made many outstanding contributions. Mr. 
Tracey was the first secretary of the Association’s Section of Vital Statistics and 
had a leading part in its development. 

In the death of Miss Laura A. Gamble, Reg.N., on March 21, public health 
nursing in Canada lost one of its ablest leaders and most energetic workers. She 
was a member of the Editorial Board of the Canadian Public Health Journal for 
two years and had also served as secretary of the Public Health Nursing Section. 
When a study committee was formed by the Section in 1935 she was chosen 
convener and for three years made a valuable contribution in this capacity. 

Miss Huilota S. Dykeman, Reg.N., Director of Public Health Nursing 
Services for the Department of Health of New Brunswick from 1927 until her 
death on February 27, 1939, contributed much to the development of public 
health in her own province as well as in the wider field through active member- 
ship in various organizations, including the Public Health Nursing Section of 
the Canadian Public Health Association. 

The committee records with regret the names of other members whose 
deaths occurred during the period since May 1, 1938. Their contributions to 
public health will be remembered by the communities they served so faithfully. 

Dr. L. R. Aiken, Medical Officer of Health, Courtright, Ontario. 

Dr. H. H. Alger, Medical Officer of Health, Stirling, Ontario. 

Dr. J. E. Anderson, Medical Officer of Health, Scotland, Ontario. 

Dr. S. E. Beech, Medical Officer of Health, Salmon Arm, British Columbia. 

Dr. A. Brown, Medical Officer of Health, Markdale, Ontario. 

Dr. F. C. Campbell, Medical Officer of Health, Owen Sound, Ontario. 

Dr. O. E. Carr, Medical Officer of Health, Owen Sound, Ontario. 

Dr. Adelard Corsin, Health Inspector, Ministry of Health, Quebec, P.Q. 

Dr. A. W. Dwyre, Medical Officer of Health, Perth, Ontario. 

Dr. H. E. Eaglesham, Medical Officer of Health, Weyburn, Saskatchewan. 

Dr. A. E. Fraleigh, Medical Officer of Health, St. Mary’s, Ontario. 

Dr. R. J. Gardiner, Medical Officer of Health, Biggar, Saskatchewan. 

Dr. D. A. Hill, Medical Officer of Health, Nipigon, Ontario. 

Dr. F. J. Hosking, Medical Officer of Health, Hillsdale, Ontario. 

Miss E. J, Jamieson, formerly Chief School Nurse, Department of Health of Ontario. 


Dr. W. H. Kalbfleisch, Medical Officer of Health, Balgonie, Saskatchewan. 
Dr. W. A. Kerr, Medical Officer of Health, Elora, Ontario. 
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. A. J. Leach, Medical Officer of Health, Kenaston, Saskatchewan. 
. J. Clyde McDonald, Spruce Grove Municipal District, Alberta. 
M. A. MacKinnon, Medical Officer of Health, Punnichy, Saskatchewan. 
. R. A. McLurg, Medical Officer of Health, Wilkie, Saskatchewan. 
. A. E. McRitchie, Medical Officer of Health, Qu’Appelle, Saskatchewan. 
. J. B. Mills, Medical Officer of Health, Alsask, Saskatchewan. 
. Alex. Mitchell, Sanitary Officer, Department of Public Health, Regina, Sask. 
. H. G. Murray, Medical Officer of Health, Owen Sound, Ontario. 
. G. W. Racey, Medical Officer of Health, Parkhill, Ontario. 
. W. J. Scott, Medical Officer of Health, Cookstown, Ontario. 
. W. J. Stevenson, Medical Officer of Health, Aurora, Ontario. 
. M. Stinson, Medical Officer of Health, Melfort, Saskatchewan. 
. D. C. Wilson, Medical Officer of Health, Parkhill, Ontario. 
. W. H. Wood, Medical Officer of Health, Greenwood, British Columbia. 


PUBLICATIONS 


The historical committee welcomed the series of articles on the development 
of public health in Canada. These articles afforded the opportunity for record- 
ing the history of public health in each of the provinces. The only regret has 
been the necessity of the curtailment of much of the historical detail which could 
not be included within the space available for the articles. Their publication in 
the next few months in collected form will constitute one of the most valuable 
contributions that the Association has made. 

The committee is proceeding with the preparation of the history of the 
Association. The members have been interested in obtaining data concerning 
the development of voluntary health associations in Canada before the develop- 
ment of the Canadian Public Health Association. The following review of the 
period from 1872 to 1892, as relating to the effort to develop a national health 
association, has been prepared by Dr. R. D. Defries. 


G. D. Porter, Chairman. 


TWENTY YEARS OF PIONEER EFFORT TO ESTABLISH A CANADIAN 
HEALTH ASSOCIATION (1872-1892) 


_ July 1874 Dr. Edward Playter commenced the publication of the Sanitary 

Journal, devoted to “Public Health and Individual Hygiene”. The following 
quotation is from an announcement issued in 1877: “Its purpose is to diffuse a 
knowledge of, and awaken public interest in, the Laws of Health, to discuss all 
questions pertaining to Health, Air, Water, Food, Clothing, etc., etc.; to 
advocate Sanitary Legislation; in short, to make prevention rather than cure the 
first object of both the physician and the public. The publisher solicits co- 
operation and assistance from all who are interested in the future well-being of 
the Canadian people, who, it is hoped, will sustain efforts to supply a first-class 
Health Journal.” 
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Favourable comments on the Journal included remarks by Professor 
William Osler of McGill University, Montreal, and Mr. E. Martin, Secretary 
of the Board of Health, Toronto. The subscription rate was $2.00 a year. 

A reference is made in Volume 3, June 1877, to the effort, though unavail- 
ing, to form a sanitary association in Toronto with a view to aiding the 
authorities in improving the sanitary conditions of the city. Volume 3 of the 
Sanitary Journal was commenced with the May issue and publication was con- 
tinued until October when it was interrupted until the spring of 1878. The 
Journal was then resumed, but was discontinued during the summer months. 
Issues were published for October, November and December and Volume 3 
was concluded with the issue of March 1879. 

In the October 1877 number Dr. Playter stressed the value of health as repre- 
sented by the great loss arising from sickness and early death. He points out 
that the usual sickness and death rates may be reduced and discusses the methods 
which may be adopted and have been adopted in other countries to affect this 
reduction. Following this paper, Dr. Playter in another article discusses the 
need for a Provincial Department of Health. He writes: “Why did not our 
legislators, especially in Ontario with a large surplus, years ago follow the 
example long set by those of Great Britain in regard to public health matters? 
Why be so far behind and not rather in advance of Massachusetts and the 
other United States in this important matter? . . . Ontario, the largest and 
wealthiest Province of the Dominion, it is to be hoped will lead in all matters 
concerning the public health.” 

These issues of the Journal were of smaller size and references indicate that 
the support was not as general as Dr. Playter had anticipated. It is interesting 
to note in the December issue of 1878 that definite steps were taken to urge the 
creation of a central bureau of vital statistics in the Dominion Government. 

Volume 4 was commenced in September 1879, at which time Dr. Playter 
reviewed the history of the Sanitary Journal: 

“Last year, for half a volume, the experiment was tried of publishing it in cheaper form, 
at $1 instead of $2. The experiment was not satisfactory. ... Friends of the publisher 
augured that a publication devoted to such a cause could not live; that there would not be 
sufficient public interest taken in it to enable it to pay its way. It is true they were not 
far from correct. While a large number of the most intelligent and educated classes at once 
took a deep interest in the Journal, there were not enough, considering the expense such a 
work involved, to sustain it as it should have been sustained. The Journal no doubt came 
into the world ‘before its time.’ The gradually increasing depressed condition in trade, too, 
has operated against the enterprise. It has nevertheless managed to survive, and though 
animation has been suspended in it for a time, it is not yet dead; indeed, it must live. 

“Though it has not been a paying investment to the publisher, it has been to the public, 
and has accomplished a good work. We have been informed of individual cases, not a few, 
in which it had undoubtedly been the means, through the knowledge it had imparted, of 
preventing disease, and perhaps death, while it is well known that it has awakened a general 
interest in the public health question amongst the people and in our Legislatures.” 

It is interesting to note that Dr. Playter intimates that more attention will 
be given than heretofore to vital statistics. In 1880 references were frequently 
made to the desirability of the organization of the Provincial Department of 
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Health and regret was expressed that the government had taken no action 
following the deputation who urged the appointment of a Board. The Journal 
was published bi-monthly in an enlarged form consisting of 64 pages. 

Volume 5 was commenced in September, 1880, the Journal being known 
as the Canada Health Journal, devoted to “Individual and Public Hygiene and 
a Reporter of Vital Statistics.” Speaking of the difficulties, an editorial in the 
opening number of this volume states: 


“This little Journal has now struggled through four volumes of its existence, and sur- 
vived a period of more than six years of ‘dull times’ from its commencement—July 1874. 
Great changes in the life of many have taken place in that time, and not a few of its early 
patrons have passed away from earth. The delay of three months in the appearance of this 
number is chiefly owing to a sad and terrible change in the domestic life of the editor. 

“We have ever endeavored to make improvements in the Journal from time to time, 
and we believe it will be admitted by our readers that this number—the first of vol. V, is 
an improvement on all previous numbers. The double column will be found very easy to 
read, while it affords other advantages. 

“In future numbers we purpose giving, as in this one, instead of lengthy selected or 
original articles, only the most important and essential parts of them—the pith—with some- 
times brief comments thereon; hence most articles will be in a measure original. A larger 
amount of valuable information will thus be given in a smaller space. We would like to 
make the Canada Health Journal indispensable to every intelligent family in the Dominion, 
and it shall be our endeavor and aim to do so.” 


Following this decision the subsequent issues of the Journal were largely 
abstracts. The Journal was reduced in price to $1.50 per volume. ~ 


Need for Action by Governmental Authorities 


Dr. Playter drew attention to the cost of sickness and deaths in Canada in 
an article in the issue of January 1880. 

“A great deal has been said in this journal about the great expense of sickness and 
early deaths in Canada which might have been prevented. Everybody knows the cost of 
these, and that much of it might be avoided. About 12 per cent. on an average of all the 
deaths in this province every year are caused by consumption, by far the most fatal disease. 
This is now universally regarded as a preventable disease. Diphtheria and typhoid fever 
are also very prevalent and fatal diseases in Ontario, and appear from statistical returns 
to be on the increase, and they are equally preventable diseases, undoubtedly. Yet in view 
of all this, and the prevalence of many other preventable and fatal diseases, the intelligent 
people of this province rest quietly and positively do nothing to prevent any of the prevalent 
sickness and waste of life. To any one who gives the matter some thought, does not this 
seem strange and unaccountable? Why do not the people rise up as one man and insist 
upon something being done by those in authority over us?” 

Also in the same issue the heading appears: ‘““Wanted—a Provincial Board 
of Health.” Here is stressed the need for legislation having for its object the 
reduction of the sickness and mortality. That this has been emphasized 
in the Journal repeatedly is pointed out. How this might be done by establish- 
ing in the government a central organized body such as a provincial board having 
for its duty the supervision of the public health, is set forth. “Such a board 
should by various means educate the public in sanitary matters, make intelligent 
use of the vital statistics and learn what special laws should from time to time 
be enacted for the preservation of the public health.” Reference is made to 
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similar boards in other civilized countries. Thus we see at this early date the 
trend of events and the struggle of the Journal to make headway in its proposals 
to supervise the public health of the people by forming some sort of central 
governmental organization. 

In referring to vital statistics in Ontario he emphasizes the importance of 
diphtheria, pointing out that in 1870, 1 out of 94 deaths was due to diphtheria ; 
in 1878, 1 out of every 18; and in 1879, 1 out of every 31. “Is it not of the very 
first importance, important beyond railways or general education, that some 
means be adopted to stay the ravages of this scourge?” 


“On February 10th, a deputation composed of Dr. Canniff, of Toronto, President of the 
Canada Medical Association, Dr. Playter, of the Canada Health Journal, and Drs. Sweet- 
land, Grant, Powell, Small, Henderson, Church, Robillard, Frevost, Whiteford, Bentley, 
Wright, and J. H. Wright, of Ottawa, and Drs. McInnes, Orton, and Bergin, M.P.’s, waited 
upon Sir John Macdonald and Sir Charles Tupper. Hon. Senator Browse was to have 
been present, but was unavoidably detained at Prescott. The deputation was introduced 
by Dr. Canniff, who explained the nature of the resolutions recently adopted by the Medical 
Association urging the establishment of a bureau of sanitary statistics, and the adoption of 
certain legislation upon sanitary subjects. Dr. Grant spoke at considerable length in relation 
to the matter, pointing out how necessary it was that Canada should keep abreast of other 
countries in legislation upon this and other subjects, the object of which was to save the 
lives of the people. Dr. Orton referred to the possibility of limiting the spread of infectious 
diseases by proper legislation. He was followed by Drs. Playter, Bergin, and Sweetland. 
Sir John A. Macdonald, in reply, promised to lay the whole matter speedily before his 
colleagues, and he expressed the hope that thay would be able to meet the views of the 
deputation. He felt convinced of the great importance of the question and the need of 
sanitary legislation. Sir Charles Tupper endorsed the Premier’s utterances, and the deputa- 
tion withdrew, returning thanks for the cordial reception granted them.” 


Movement for a Canadian Sanitary Association 

Dr. Playter was one of the earliest public health leaders to recognize the 
contribution which voluntary health associations could render. The following 
is the first record of the movement to establish a Canadian health association. 

“Canadian Sanitary Association. The movement to form an association of this kind 
in Canada ought to be successful, and we trust all our readers will join in promoting it. 
We have repeatedly, in this Journal, urged the desirability of organizations of this kind, 
and have, on several occasions, at the meetings of the medical associations, personally sug- 
gested that one be formed for the Dominion. The credit of suggesting to take advantage 
of the meeting of the delegates on health and vital statistics at Ottawa in December, in 
order to make a commencement—appoint a committee, etc., belongs to Mr. F. N. Boxer, 
C.E., of Montreal. He was warmly supported, and has taken a good deal of trouble in the 
preliminary work of organization, and the prospectus will soon be issued.” (June 15, 1883, 


p. 251.) 

Introducing Volume 5, Dr. Playter said: “The Journal will discuss all 
sanitary subjects; all subjects connected with the public health. Each monthly 
number will contain not less than twenty-four pages of reading matter; some- 
times more, as this Number. Terms—$1.50 per year, in advance, or $1 for eight 
months. The same matter, in cheaper form, without tinted cover, $1 per year.” 

After being published for seven months, Volume 5 was interrupted and the 
Journal was not published for almost two years. It was resumed on June 15th, 
1883, returning again to the title The Sanitary Journal. It would appear that 
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the reappearance was associated with the possible formation of a Canadian 
Sanitary Association. The July issue of 1883 stressed the need for governmental 
public health organizations. ‘What is needed most of all is a Central Health 
Sureau in connection with the Federal Government—a Dominion Department 
or Subdepartment of Health.” 


Volume 6 was commenced on October 15, 1883 and was concluded with the 
issue of September 15, 1884, twelve numbers being published. The size of the 
page was increased to accommodate double column and it was now known as the 
“Dominion Sanitary Journal”. 


The issue of March 15, 1884, again proposed a Dominion Health Bureau. 


“A well attended meeting of medical men who are members of the Senate and Commons, 
and many of the medical practitioners in and around Ottawa was held in the House of 
Commons on Tuesday, March 4th, to consider the question of a Dominion Health Bureau. 
...A plan providing for a Dominion Health Bureau and general sanitary system was 
submitted by Dr. Playter. It provided for a Deputy Minister or Chief Sanitary Officer 
connected with the Department of Agriculture in Ottawa, a sanitary committee representing 
the different provinces with chairman and secretary ; and 145 or more sanitary officers in the 
various electoral districts, for making returns of disease, etc., monthly to the bureau... . 
The plan for obtaining a knowledge of the general condition of the public health throughout 
the Dominion in connection with the bureau was that proposed by Dr. Playter in 1882, 
which met the unanimous approval of the profession in Ontario.” 


The report goes on to state how the plan was adopted and a committee 
chosen to bring the proposals before the Ontario Medical Council, the Public 
Health Committee of the Canadian Medical Association, and others throughout 
the Dominion who had given attention to matters relating to the proposed 
bureau, asking their views in order that any suggestions from any of these might 
be acted upon before the Government could take final action. 


At this time Dr. Playter published “Physiology and Hygiene for Schools 
and Hygiene for Schools and Families”, which was authorized by the Depart- 
ment of Education. It is interesting to read in the issues of the Journal for 
1884 of the discovery of the diphtheria bacillus, and, in following volumes, refer- 
ences to the triumphs of Pasteur and to the discovery of the tubercle bacillus. 

Further reference to the Canadian Sanitary Association is given in the 
August-September issue of 1884: 


“Canadian Sanitary Association. The annual meeting of this association formed last 
year at Kingston, was called for Tuesday evening, the 26th August, inst., in Montreal, but 
we understand there were not enough members present to form a quorum and that nothing 
‘ was done. This seems somewhat strange, seeing that the secretary resides in that city and 
much the larger number of members too reside there, it appears, and also that quite a num- 
ber of the medical members from outside Montreal were in the city at the time. The 
president of the association, Dr. Sweetland, of Ottawa, from a member of his family not 
being well, was unable to be present. It is to be regretted that a number of prominent 
sanitarians had been previously forced to withdraw their interest in the association.” 

“The Public Health Report of the Public Health committee of the Canada Medical 
Association, in the absence of the chairman of the committee, was read at the late meeting 
by the secretary. It stated that the committee had had under consideration since December 
last the question of a Dominion Board of Health. Dr. Harding, of St. John, N.B., had 
drawn up a scheme which would be simple and inexpensive, and which was presented in the 
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report. It was for forming a ‘Dominion Health Institute’, chiefly for educating the people 
in health matters. The scheme, which we shall endeavor to give in detail on another 
occasion, had been submitted to the members of the committee. Nine out of twelve had 
replied; none had dissented, and some had expressed their approval. On motion of Dr. 
Mullin, the report was referred back to the committee to be more fully considered.” 


With the issue of Volume 6, Dr. Playter had associated with him Dr. 
George Wright, Lecturer in Materia Medica, Toronto School of Medicine, Dr. 
J. W. MacDonald, Londonderry, Nova Scotia, Mr. Allan MacDougall, Consult- 
ing Sanitary Engineer, Toronto, and Mr. J. A. U. Beaudry, Civil Engineer, 
Montreal. 

Volume 7 was commenced in October, 1884, and, as far as we know, was 
completed in April, 1885. As an example of the difficulties in publication the 
following supplement is included (January, 1885) : 

The Publisher of the Sanitary Journal regrets very much that it was absolutely impos- 
sible for him to issue a number of the Journal in December, because it was impossible for 
him to get the mechanical work done in Ottawa. This (January) number has been in hand 
many weeks, and he has been forced to get a second printing office to assist in the make up 
of it, the usual printer having had more work in hand than it was possible for the office to 


do, and in this city it never seems possible to get an extra hand or two for this work when 
wanted. 


The publisher has now made such arrangements that he thinks such delay and trouble 
will not occur again, but he trusts subscribers will kindly bear with any unavoidable delays 


until he is enabled to get greater control over the mechanical part, which he hopes will be 
in a little time. 


All will please observe that the Journal is not issued so much by months as by numbers, 
and every subscriber will get the full complement of numbers whatever the delays, as they 
can see by looking at the top of the first page of cover,—12 numbers constituting a year or 
volume. It is the intention this year to continue the volume to the end of the calendar year, 
and to make accounts accordingly. Please bear this in mind. 

The publisher trusts this explanation will be satisfactory, and that delays and omissions 
will be pardoned. 

In commencing Volume 7, Dr. Playter said “The Journal has entered its 
eleventh year of publication.” For the lateness of the October number he points 
out the difficulties in printing. The October issue, 1884, contains an interesting 
account of Pasteur’s work on rabies. 

In November, 1885, the Journal appeared in new form with the title “MAN, 
A Canadian Home Magazine! Literature and Public Science, Public and Indi- 
vidual Hygiene, Social and Domestic Economy.” Its contributors included the 
Rev. H. Scadding, the Rev. Principal S. S. Nellis, Dr. A. B. Larocque and 
others. It was stated that “While Man will give much attention to all subjects 
relating to public and individual health, a special feature of it will be to give 
instruction relative to the adulterations of foods and, as far as possible, to the 
detection of adulterations ; and it will advocate stringent measures for checking 
this growing evil of food poisoning, and for the punishment of all who thus 
sneakingly rob their fellow creatures of both money and health.” (November, 
1885, p. 46.) 

The importance of vaccination against smallpox was naturally stressed due 
to the epidemic of smallpox in Montreal. The story of this epidemic appeared 
in the January issue on page 103. 
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RECOMMENDATIONS FOR A DOMINION DEPARTMENT OF HEALTH 


In 1886 Dr. Playter addressed the members of Parliament on public health, 
stressing the high death rate, the loss through preventable diseases and deaths, 
the economic cost and the need for the organization of a department of health. 
He referred to the situation in other countries, mentioning England, France, 
Italy, Denmark, Prussia, Austria, and Russia, all of which had some sort of 
national government organization specially designed for looking after the public 
health. He pointed out that at that time England, the pioneer in public health, 
was almost universally regarded as having the most perfect system in the world, 
and that these other countries had based their organization accordingly. He 
continued in his address to outline the value and profits of sanitary work, to 
compare the deaths and sickness in Canada once again with those in England, 
and the costs and losses of imperfect sanitation and preventable diseases. In 
general, he stressed the fact that millions of dollars would be saved by proper 
organization and carrying out of all available public health measures. Finally, 
before leading up to the plans he proposed, he pointed out his previous attempts 
by means of his Journal to bring about the enactment of some legislation for the 
centralization and control of public health. 

The plan he proposed and outlined was to have first a Deputy Minister of 
Public Health, who must be a physician in first class standing, an experienced 
sanitarian and statistician appointed by the government, and who would be the 
chief health officer of the Dominion, superintendent of quarantines and of all 
matters relating to the public health coming within the jurisdiction of the federal 
authorities. The Minister of Agriculture he proposed to be the Minister of 
Agriculture and Public Health. Secondly, he proposed a Public Health Com- 
mittee, comprising representatives from each and every province, together with 
five or more competent persons to be appointed by the federal government, an 
architect, a barrister, an engineer, a minister, and a veterinary surgeon, the 
minister and deputy ministers to be ex-officio members of the committee. Third, 
a secretary of the Public Health Committee, trained as the deputy minister and 
who shall be second health officer or health commissioner of the Dominion. 
Fourth, a medical practitioner appointed in each and every constituency or health 
district. They would make a monthly report to the health department. Lastly, 
the publication of monthly reports or bulletins concerning mortuary returns, 
health reports and practical information for the people on health topics, to be 
distributed free to all health officers and publishers of papers. He estimated that 
an expenditure of $15,000 would permit of establishing such a sanitary bureau. 

MAN was published until June but unfortunately it had not a popular 
appeal. Dr. Playter’s Journal then adopted the name “Canada Health Journal, 
A Monthly Magazine of Preventive Medicine” in the fall of 1886. 

During 1887 the Journal was regularly published. Difficulties in collection 
of subscriptions are indicated by the following statement: ; 

“In Arrears to this Journal, there are many, and we would respectfully ask them to 


kindly remit the amount due. Most of them, those who are more than one year (1886) 
behind, have had bills sent to them, will they kindly honor the same, and much oblige. 
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“The Names of those who have received the Journal for years and will not take any 
notice whatever of our appeals to them for a reply of some sort to our communications, we 
purpose (as did the Lancet some years ago) giving to the rest of our readers and others, 
by publishing the names in the Journal. Not a very long list, but they ought to be more 
generally known.” 

The Journal returned to the publication of papers with a considerable section 
devoted to comment. The majority of the articles were reprinted from publica- 
tions in England. 

Volume 10 was commenced in January, 1888 and was published until June, 
when publication was suspended for the summer, and resumed in October as a 
quarterly Journal with the title “The Health Journal.” As a quarterly it was 
considerably enlarged. It appeared again in December and returned as a 
monthly review. 

Volume 11 was commenced in January, 1889, the Journal being continued as 
a monthly. However, as copies are not available, it is difficult to determine if 
the Journal was published further. In the following year Volume 12 was com- 
menced and the name “Canada Health Journal” was again used. 

Volume 13 was published in 1891, becoming a semi-monthly publication at 
a reduced rate of $1.00 per year. This decision was made at the close of the 
year. In reviewing the past history, Dr. Playter states that it has been published 
for the past seventeen years, continuously, with the exception of two brief 
suspensions in its early struggles with sanitary indifference, the effort again 
being made to popularise the Journal. 

Volume 14 was commenced in January, 1892, the first issue being January 
15th. In February the Journal again became a monthly publication, No. 3 
appearing on March 15th and No. 4 on September 15th. 


ORGANIZATION OF THE DOMINION HEALTH INSTITUTE 


On May 3, 1892, a Dominion Health Institute was organized in Ottawa. 
Among the objects of the Institution was the providing by the Federal Govern- 
ment at the earliest possible time for a central organization to obtain accurate 
statistics of the Dominion, to utilize these statistics, to take steps to organize in 
every province an active Provincial Board of Health with Local Boards to 
co-operate with the Provincial Boards to provide for efficient International 
Sanitation, and to deal with diseases of domestic animals and with food adultera- 
tions. It urged the establishment of an efficient, thoroughly equipped Hygienic 
Laboratory, the publication of an official Health Bulletin for free and public 
distribution by the Federal Government. The Dominion Institute proposed to 
provide needful sanitary legislation and to encourage the liberal expenditure of 
moneys for public health, to hold annual public meetings or conventions, to pub- 
lish special health literature, to provide for lectures, to utilize newspapers, etc. 
(September 15, 1892, p. 57.) The objects of the Institute as stated in the con- 
stitution were, briefly summarized, to promote the health and preserve the life 
of the people of Canada. 


The officers of the Institute were to consist of a President and eight Vice- 
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Presidents (7 provinces and the North-West Territories), a Treasurer, a General 
Secretary, a Provincial Secretary, and twenty Councillors. The Annual Meet- 
ing was to be convened during the first month, and the Federal Session should 
provide for the formation of Branch Institutes. 

Dr. W. F. Roome, M.P., London, Ontario, was elected President. Pro- 
vincial Vice-Presidents were Ontario, Dr. S. Sweetland of Ottawa; Quebec, Dr. 
E. P. Lachapelle of Montreal; New Brunswick, R. C. Weldon, LL.D., M.P., 
of Halifax; Nova Scotia, Dr. F. W. Borden, M.P., of Canning; Prince Edward 
Island, Hon. Senator Howlan of Charlottetown; Manitoba, Dr. John Penne- 
feather of Winnipeg; Northwest Territory, Dr. Cotton of Regina, N.W.T.; 
British Columbia, Dr. LeFevre of Vancouver. The Treasurer was J. P. 
Featherston, Esq., of Ottawa and the General Secretary was Dr. Edward 
Playter. 

Two public meetings were held in May and June at which Dr. Valade, 
Assistant Dominion Analyst, read a paper on milk and at the second meeting 
Professor Shutt, Chemist of the Experimental Farm, lectured on the composi- 
tion of atmospheric air, and the impurities it acquired from respiration and the 
combustion of lighting. 

The meeting of the officers was held just before the close of the preliminary 
session. The September issue bears the following invitation for membership: 


THE DOMINION HEALTH INSTITUTE 


No other organization in Canada is capable of conferring upon the public such great and 
lasting benefits as the above named Institute if it be fairly or liberally sustained. It needs 
money, and cannot carry out its proposed work without it. The Institute will hardly be 
able to solicit personally by canvassers subscriptions for membership, or larger sums, and 
it is to be hoped that men or women of means will not be backward in subscribing liberally 
to it. The names of the officers given on an other page are a full and sufficient guarantee 
that any sums of money, however large, subscribed to the funds of the Institute would be 
well and wisely spent in the promotion of much needed hygienic work, especially in the 
instruction of the people in the ways of preserving their health. Scores, hundreds and even 
thousands of dollars are not infrequently subscribed to societies with objects of much less 
importance than those of the Dominion Health Institute. Any sums remitted to J. P. 
Featherston, Esq., Deputy Clerk of the Crown, Court House, Ottawa, will be duly 
acknowledged by receipt and also in the annual report of the Institute. (September 15, 


1892, page 74.) 

The feeble Dominion Health Institute failed, however, to develop. Almost 
two decades passed before the Canadian Public Health Association was estab- 
lished to carry out the functions which Dr. Playter had visualized. To Dr. 
Playter is due to the credit of having laid the foundations for the first national 


voluntary health agency in Canada and having pioneered in its development.— 
R. D. Defries, M.D., D.P.H. 
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BOOKS AND REPORTS 


Community Health Organization. 
Edited by Ira V. Hiscock, Professor 
of Public Health, Yale University 
School of Medicine. Third edition. 
Published by The Commonwealth 
Fund, 41 East 57th St., New York 
City, 1939. 332 pages. $2.50. 
ADMINISTRATIVE health officers and 

those in charge of the various divisions 

of health departments, as well as those 
engaged in the teaching of public health, 
have regarded ComMuNItTy HEALTH 

ORGANIZATION as a standard admini- 

strative handbook. In 1927 Professor 

Hiscock presented the essentials of 

community health organization at a 

time when such a presentation was 

urgently needed. The volume sum- 
marized the wide experiences of Pro- 
fessor Hiscock in making surveys of 
health organizations in many cities on 
this continent. In 1932 a revised edi- 
tion was issued by the Commonwealth 

Fund which was more complete and 

presented further findings made by the 

Committee on Administrative Practice 

of the American Public Health Asso- 

ciation, of which Professor Hiscock 
was a consultant. 

The 1939 edition again presents a 
thorough revision. Valuable additions 
have been made, including a chapter 
on the conduct of health surveys. 
Health officers will find the presenta- 
tion of the suggested municipal health 
budget of great interest and value. 
The volume outlines the best in ad- 
ministrative health practice and is an 
excellent guide in the organizing of 
a health department in any community. 
To Professor Hiscock public health 
workers owe a special debt of grati- 
tude, 

R. D. Defries 


Medical Vocabulary. By Joseph S. 
F, Marie. Published by P. Blakis- 
ton’s Son & Co., Inc., Philadelphia, 
1939. 360 pages. $3.00. 

Tuts “Medical Vocabulary” includes 

a selection of medical terms with their 

translations into German, French, 


Italian and Spanish. It is designed to 
be of service to physicians, public health 
workers, military medical officers and 
nurses. In the words of Dr. Chevalier 
Jackson, included in the preface, “in 
his clinical investigations, his literary 
researches, his attendance at inter- 
national medical congresses, the medi- 
cal man will have with him a handy 
key to the stored medical knowledge 
of five languages.” There can be little 
doubt that this book will render real 
service in saving many hours attempt- 
ing translations with the aid of dic- 


tionaries. 
A. Hardisty Sellers 


Economical Administration of 
Health Insurance Benefits. Part 
I, The Principle of Economy in the 
Administration of Health Benefits. 
By Dr. Walter Pryll. Published by 
the International Labour Office, 
Geneva, 1938. 137 pages. 

A CONSIDERATION of ways and means 
of bringing about economic adminis- 
tration of health insurance benefits had 
its origin with the institution of com- 
pulsory sickness insurance schemes. 
The importance of this aspect of health 
insurance administration is clear. In 
view of day-to-day developments, this 
publication will be of interest to Cana- 
dians. It consists of three parts of 
which this, the first, was prepared by 
Dr. Walter Pryll who has had wide 
experience in health insurance. The 
second part is a collection of informa- 
tion on economical treatment and pre- 
scribing in France, Germany, Great 
sritain, Hungary, Poland and Jugo- 
Slavia. The third part is international 
in character and reviews certain con- 
clusions and attitudes on the whole 
subject of economical treatment and 
prescribing. 

The stated purpose of this work is 
to “place at the disposal of national 
administrative services, sickness insur- 
ance institutions and medical associa- 
tions, a body of information that will 
help them to carry on their work of pro- 
moting the most scientific and at the 
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same time economical organization of 
the benefits in kind granted by sickness 
insurance funds.” 

Part I deals with the nature of the 
principle of economy and its general 
application in sickness insurance, the 
possibilities of applying this principle 
to the work of insurance practitioners 
and the application of the principle of 
economy to diagnosis, treatment and 
preventive measures. 

There can be no doubt that the obser- 
vations included will be valuable in 
providing guidance to those planning 
or extending social insurance schemes. 
The last three chapters of this volume 
are particularly valuable. They are 
devoted to a consideration of the nature 
and importance of the principle of 
economy in the field of medical prac- 
tice as well a its applicability to the 
disease, the personal circumstances and 
the economic and social conditions of 
insured persons. 

A. Hardisty Sellers 


Scarlet Fever. By George F. Dick, 
M.D., D.Sc., and Gladys Henry 
Dick, M.D., D.Sc. Published by 
The Year Book Publishers, Inc., 
Chicago, IIll., 1938. 149 pages, 8 
coloured plates. $2.00. 

Tus book presents a concise, criti- 
cal review of the literature on scarlet 
fever and brings the subject fairly up 
to date. The book is divided into 
fifteen sections each dealt with in a 
separate chapter as follows—history, 
etiology, pathologic anatomy, symp- 
toms, clinical types, complications, 
diagnosis and prognosis, treatment, the 
preparation of scarlet fever toxin, the 
skin test for susceptibility to scarlet 
fever, prophylaxis, specificity of hae- 
molytic streptococci, allergy, anti- 
bacterial immunity and local immunity 
and oral immunization. 


In each instance it may be said that 
a precise and concise statement is pre- 
sented together with a fairly exhaustive 
summary of opinions derived from the 


literature; an excellent bibliography 
covering one hundred and eighty-eight 
reterences is appended. It is reason- 
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able to say that the book will be of real 
service as a source of information on 
scarlet fever and as a summary of de- 
velopments and the present status of 
the many problems connected with it. 
A. Hardisty Sellers 


School Nursing—A Contribution to 
Health Education. By Mary Ella 
Chayer, R.N.A.M., Assistant Pro- 
fessor of Nursing Education, Teach- 
ers College, Columbia University. 
Revised edition, 1937. G. P. Put- 
nam’s Sons, 2 West 45th St., New 
York. 329 pages. $3.00. 

THE scope of usefulness of the book 
is emphasized by the fact that the 1931 
public health nursing census showed 
more nurses engaged in school nursing, 
either as a special activity or as part 
of a general program, than in any other 
one type of public health nursing 
service. 

ScHoot NuRSING gives very practical 
advice as to policies and detail of the 
nurse’s work in school. Its content is 
very valuable for those engaged in 
school health work either as members 
of staff or administrators. This edi- 
tion follows the same general outline 
as the earlier one. It emphasizes the 
educational aspect of all public health 
activities, and the fact that the primary 
function of the public health nurse is 
education in healthful living. The 
change of viewpoint from the negative 
aspect of the correction of defects and 
control of communicable disease to 
positive aspects of health promotion 
through health education is pointed 
out. This is exemplified, for instance, 
in the chapter on the “health inven- 
tory”, in which the educational value 
of the health examination is discussed, 
and in the discussion of dental hygiene 
and the relative values of providing for 
treatment, and of education and care 
in the matter of prenatal care and 
nutrition. New subject matter is in- 
troduced throughout as in the chapter 
dealing with records. There is an 
entirely new chapter on rural nursing. 
An extensive bibliography is appended. 

Gordon Lovell 
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